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POLY SORE’ HYDRATE 


a balanced water-in-oil emulsion 


Only a water-in-oil emulsion prowgide 

the optimum protection against dry skin 
... Water is the answer to dry skin, and only 
POLYSORB HyDRATE Offers a continuous release 
of water for tissue rehydration. POLYsSORB HYDRATE 

also provides prolonged emollient and protective 


action for the deeper cells. It is bland, 
non-sensitizing, non-irritating ... your answer 
to dry skin and other disorders of the skin 
of the foot to which it may lead. 


Available 50 gr. tube and 425 gr. jar. Samples on request. 


E. Fougera & Company, Inc., Hicksville, Long Island, N. Y. 
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CUSHION HEEL 
SUPPORT 


CUSHION ARCH 
SUPPORT 


Glove-soft, lightweight uppers patterned for com- 


fort fitting. Cushioned support from heel to toe. 


Your patient will be delighted 
when you prescribe these new 
unique “Kush-n-arch” casuals. 
Musebeck has put all the basic 
comfort features into this foot 


WEDGE SUPPORT CUSHIONED OUTSOLE 


Cork platform Ye” thick cushions and supports. 
Wedge insole for inner longitudinal support. 
Outsole %’ cushion crepe. Will accept ac- 
commodations. 


supporting shoe without sacrific- 
ing smart style. The doctor gets 
what he wants—the patient likes 
what she wears. 


COLORS: white, 
black, smoked elk. 
Widths 4A, 3A, 
2A, A, B, C and 
D available in 
sizes 4'/2 to II; 
(Moderately 
Priced). 


MUSEBECK SHOE COMPANY - Forest and Westover — Oconomowoc, Wisconsin 
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this patient 


with intermittent 
every block was a mile long 
now... arlidin 


makes the blocks so much shorter... 
he can walk many more of them in comfort 


Arlidin is available in 6 mg. scored tablets, and 5 mg. per cc. 
parenteral solution. See PDR for packaging. 
Protected by U.S. Patent Numbers: 2,661,372 and 2,661,373. 


u. s. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division 
800 Second Ave., New York 17, N.Y. 
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brand of nylidrin hydrochloride N.N.D. 


° increases local blood supply and oxygen where 
needed most... to relieve distressed ‘‘walking’’ muscles 
... for sustained, gratifying relief of pain, ache, 
spasm, intermittent claudication. 

Indicated in: 


arteriosclerosis obliterans ischemic ulcers 
thromboangiitis obliterans Raynaud’s syndrome 
diabetic atheromatosis thrombophlebitis 

night leg cramps cold feet, legs and hands 


CAUTION: Like any effective peripheral vasodilator, Arlidin should be used 
with caution in the presence of recent myocardial lesions, severe angina 
pectoris and thyrotoxicosis. There are no known contraindications to its use. 
Complete detailed literature available to podiatrists. 
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NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 
@ Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 
@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. — 
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“A cool wet dressing correctly applied remains one of the most important modalities. 
Nothing affords such prompt and pleasing relief of the inflamed skin.’’* 

6 Available from Dome... Six Modernized Wet Dressings to Meet Selective Needs 
DOMEBORO® (pH 4.2) SOYBORO'™ (pH 4.5) DALIDOME' (pH 4.6) 


BY C4AMO® (pH 5.5) SOYALOID™ (pH 5.5) VLEM-DOME 


For complete information, write for booklet, 
“6 Individualized Wet Dressings” 
“Combes, F.C.: Ind. Med & Surg. 30:29-34 (Jan.) 1961. 


mest convenient method of preparing Burow's solution...” ' 


DOMEBORO makes the wet dressing modern. Your patient 
simply empties one pre-measured powder packet or drops 
one tablet ina pint of tap water for a perfectly 

prepared lead-free “instant Burow’s solution.” For eye 
and ear inflammation, merely dilute 2 capfuls 

of DOMEBORO concentrated solution in a pint of water. 


DUMEBORO provides effective, non-irritating, 
anti-inflammatory, antipruritic and astringent action 
in the acute and moist phases of dermatoses. in addition, 
DOMEBORO “.,. replaces the acids of the epidermis, 
thereby maintaining the natural defensive mechanism 
of the integument against pyogenic infection.”” 
Supplied: Tabicts — containers of 12, 100, 500, and 1,000; 
Powder Packets — 2.2-Gm. packets in boxes of 12 and 100; 
Bulk canisters of 4 oz., 13 oz., and 4 ibs.; 

Concentrated Soiution — bottles cf 4 oz 

Reterenses; (1) Sulzberger, M, Wolt, J.; Witten, V. H., 

and Kopt, A. W.: Dermatology: Diagnosis and Treatment, ed. 2, 
Chicago, The Year Book Publishers, inc., 1961, pp. 44-68. 

{2} Combes, New York Physician & Am. Med. 33:3, 1949 
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POWDER PACKETS » TABLETS CONCENTRATED SOLUTION 
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the modernized Burow’s solution 
POWDER PACKETS + TABLETS - CONCENTRATED SOLUTION 


the most convenient method of preparing Burow’s solution...” ' 


DOMEBORO makes the wet dressing modern. Your patient 
simply empties one pre-measured powder packet or drops 
one tablet in a pint of tap water for a perfectly 

prepared lead-free “instant Burow’s solution.” For eye 
and ear inflammation, merely dilute 2 capfuls 

of DOMEBORO concentrated solution in a pint of water. 


DOMEBORO provides effective, non-irritating, 
anti-inflammatory, antipruritic and astringent action 

in the acute and moist phases of dermatoses. In addition, 
DOMEBORO “... replaces the acids of the epidermis, 
thereby maintaining the natural defensive mechanism 

of the integument against pyogenic infection.” 


Supplied: Tablets — containers of 12, 100, 500, and 1,000; 
Powder Packets — 2.2-Gm. packets in boxes of 12 and 100; 
Bulk canisters of 4 0z., 13 0z., and 4 Ibs.; 

Concentrated Solution — bottles of 4 oz. 


References: (1) Sulzberger, M. B.; Wolf, J.; Witten, V. H., 

and Kopf, A. W.: Dermatology: Diagnosis and Treatment, ed. 2, 
Chicago, The Year Book Publishers, Inc., 1961, pp. 44-45. 

(2) Combes, F. C.: New York Physician & Am. Med. 33:3, 1949. 
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First total regimen in athlete's foot 
ApVICIN is the first topical preparation to combine the proved anhidrotic and antipruritic benefits of an 
anticholinergic with widely accepted fungicidal and keratolytic agents... ADVICIN reduces local sweating, 
helps keep feet dry... helps relieve itching promptly...has a pleasant medicinal scent...may shorten the 
fungous-clearing time required with oral FULVICIN. Supplied: Avvicty Powder—2 ounce can—for daytime use 
Apvicin Cream —50 gram tube—for nighttime use. For complete details, consult latest Schering literature available from 


your Schering Representative or Medical Services Department, Schering Corporation, Bloomfield, New Jersey. 


NEW 


jirst topical fungicide 
j with sweat-inhibiting action” 


TOPICAL 


2-way antifungal attack 
in. a moisture-controlled, 


antifungal environment 


first orally effective 


antifungal antibiotic for ringworm 


*ApvVICIN contains diphemanil methylsulfate (PRANTAI 


undecylenic acid 5°, and salicylic acid 
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American Association of Hospital Podiatrists—Louis J. Arancia, 7725 Fourth Ave., Brooklyn 9, N. Y. 

American Podiatry Students Association—Jerome Sheldon, 209 Eureka St., San Francisco, Calif. 

American Board of Chiropodical Dermatology—Joy E. Adams, Florida National Bank Bldg., St. Peters- 
burg, Fla. 


RELATED 
Federation of Chiropody-Podiatry Boards—L. A. Hansen, 800 Professional Bldg., Kansas City, Mo. 
American Association of Colleges of Chiropody—Charles E. Krausz, 926 W. Lehigh Ave., Philadelphia, Pa. 
National Board of Chiropody Examiners—M. H. Gennis, 1432 So. Peoria Ave., Tulsa, Okla. 
American Academy of Chiropodists—Robert Smith, 77 James St. North, Hamilton, Ontario 10, Canada. 
Academy of Podiatry—Louis Lewy, 285 Madison Ave., New York, N. Y. 
American Podiatry Council—L. J. Friedman, 1186 Broadway, New York, N. Y. 
Fellows Pedic Research Society—Irving M. Sward, 4948 W. Dempster Rd., Skokie, III. 
American Foot Health Foundation—Sidney Hirschberg, 107-07 Continental Ave., Forest Hills, N. Y. 


Accredited Colleges 


M. J. Lewi College of Podiatry 
53 East 124th Street, New York, N. Y. 


Chicago College of Chiropody Ohio College of Chiropody 
1422 W. Monroe Street, Chicago, Ill. 2057 Cornell Road, Cleveland, Ohio 


Illinois College of Chiropody & Foot Surgery 
1327 North Clark Street, Chicago, Ill. 


California Podiatry College 
1770 Eddy Street, San Francisco, Calif. 
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New—for treatment of tinea pedis... 


Tinea trichophytosis of long duration— Marked clearing of lesions and infection 
before treatment. after treatment with CUPERTIN cream. 
(photos courtesy of Dr. N. Lambert, Nutley, N.J.) 


(dipheny!pyraline hydrochloride, 2%) 


directly fights infection 
dramatically stops itch 


CUPERTIN cream is a unique, new single chemical with 
two distinct pharmacologic actions: 


1) antifungal—highly effective against many fungi 
2) antipruritic—for immediate relief of itching 
... and CUPERTIN cream is virtually non-sensitizing. 


In controlled studies’ of treatment of fungal infections, particularly tinea pedis, diphenyl- 
pyraline hydrochloride, 2%, proved to be a highly satisfactory agent in clearing the underlying 
fungus infection. The marked antipruritic property of the drug promoted prompt healing 
of lesions, reducing the urge to scratch and the danger of secondary infection.’ 


Non-sensitizing CUPERTIN is available on your prescription in 15-Gm. (14-o0z.) tubes of 
diphenylpyraline hydrochloride, 2%, in a stainless, hydrophilic cream base. 


1. Sokoloff, O.: A.M.A. Arch. Dermat. and Syph. 64:754, 1951. 2. Van De Erve, J.: A.M.A. Arch. Dermat. and 
Syph. 68:572, 1953. 3. Bleiberg, J.: personal communication. 4. Tobey, J.: personal communication. 


Samples on request 


COOPER, TINSLEY Laboratories / Harrison, N.J. VV 
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ANNOUNCEMENT 


THE 


AMERICAN COLLEGE OF FOOT SURGEONS 


Scientific Conclave and Business Meeting 
Will be held at The Dunes Hotel in Las Vegas, Nevada 
February 11, 12, 13, 14, 1962 


Day ScriENTIFIC SESSIONS~~Top FLoor SHow Every EVENING! 


Outstanding scientific presentations are planned by 
Dr. Robert Brennan, scientific program chairman. 


Fellows, Associates and Applicants-in-Process 
Registration fee $35.00 


Other Association Members 
Registration fee $45.00 


Advance registration fees should be sent to Dr. Julius Citron, 
40 E. Thomas, Phoenix, Arizona 


Have You Sent in Your Contribution ? 


‘a 


FUND FOR ADVANCEMENT OF 
PODIATRY-CHIROPODY EDUCATION 
3301 16th Street, N.W. 
Washington 10, D. C. 


Our goal is $100 from each member 
of the profession. 


Enclosed is my contribution of $______ to the Fund 
for the Advancement of Podiatry (Chiropody) 
Education. 

| wish to ANNUALLY pledge $__ to the Fund. 

Bill me 


Annually ) Semi-annually ) Quarterly 
| wish my donation designated for: 
( ) The General Fund, for all schools. 
) Earmarked for_____ Podiatry-Chiropody 
College. 


Please Print 


Street Address 


JOIN AND SUPPORT YOUR ALUMNI ASSOCIATION 
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personal contour shoes are 


to fit 
your patient...perfectly! 


they are the 
ONLY shoes 
made by “QUICK 
CAST ” a com- 
pletely safe and 
accurate casting 
technique. 


the result is a top 
quality perfect- 
fitting shoe. 
fully guaranteed 
for patient and 


“doctor. 

It is the unique QUICK CAST method which makes possible our 
unconditional guarantee that Personal Contour Shoes will fit 
perfectly and be completely comfortable. If factory adjustment 
is required, it is made instantly and at no additional cost. Unless 
your patient is completely satisfied, his money is refunded. 


QUICK CAST is the fastest, neatest, most accurate casting 
method known, and can be performed by the doctor in just 15 
minutes. The exclusive gelatinous mold is entirely safe to the 
skin; eliminates the heat radiation of conventional plaster which 
could be dangerous to some patients. 

Personal Contour Shoes, made directly from these castings, are 
hand-crafted of the world’s finest leathers, and are offered in 
6 different styles and 20 handsome colors. 


Write today for color brochure 


personal contour shoes 


70-A, Washington Street, Haverhill, Mass. U.S.A. 
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STATE BOARD MEETINGS 
FOR EXAMINATION AND LICENSURE 
The National Board of Chiropody Examiners will ia 


a four-day examination in recognized colleges; Part I will 
be given March 26-27, and Part II i. 28. 29, 1962. 


Secretary-Treasurer: L. A. Hansen, D.S.C., 800 Professional 
Blidg., Kansas City, Mo. 
Alabama 


The Alabama Medical Board of Examiners. Board 
Secretary: Edward E. Sealy, 39 S. Perry St., Montgomery, 
Ala. 


Arizona 

Arizona State Board of Chiropody Examiners. Board 
Secretary: Martin Snyder, D.S.C., 2629 E. Broadway, 
Tueson, Ariz. 

Arkansas 


Arkansas State Chiropody Examining Board. Board 
Secretary: Dr. Bernard S. Paul, 1508 Rogers Ave., Fort 
Smith, Ark. 


California 


The California Chiropody Examination Committee. Board 
Chairman: a Hoffman, D.S.C., 2320 Sutter St.. 
San Francisco, Calif. Executive Secretary: Mr. Wallace 
Thompson, 1021 O St., Sacramento 15, Calif. 


Colorado 


Colorado State Board of Chiropody Examiners. Board 
President: Dr. G. F. Helbig, 327 Logan St., Denver, Colo. 


Connecticut 


The Connecticut Board of Examiners in Chiropody. Board 
Secretary: Dr, F. J. Ruggiero, 3 South Main Street, 
W. Hartford 7, Conn. 


Delaware 


The State Board of Chiropody Examiners of Delaware. 
Board Secretary: Dr. Bertram H. Blum, 112 So. State St., 
Dover, Dela. 


District of Columbia 


The Board of Podiatry Examiners of the District of 
Columbia. Board Secretary: Harry L. Hoffman, Ph.G., 
D.S.C., Dept. of Occupations and Professions, 1740 
Massachusetts Ave., N.W., Washington 6, D. C. 


Florida 


The Florida State Board of Chiropody Examiners. Board 
Secretary: Dr. Heywood A. Dowling, 203 Greenleaf Bldg., 
Jacksonville, Fla. 


Georgia 
The Georgia State Board of Podiatry Examiners. Board 


President: Dr. Charles W. Beasley, Jr., 1205 First Na- 
tional Bank Bldg., Atlanta, Ga. 


Hawaii 


The Hawaii Podiatry Board. Board Secretary: Dr. R. K. 
Lee, P.O. Box 3378, Honolulu, Hawaii. 


Idaho 


The Idaho State Board of Chiropody-Podiatry. Board 
Dr. J. E. Franden, 412 Eastman Bidg., Boise, 
daho. 


Illinois 


The Illinois Chiropody Examining Committee. Superin- 
tendent of Registration: Fredric B. Selke, Room 112, 
State House, Springfield, Tl. 


Indiana 


The Indiana State Board of Podiatry Examiners. Board 
Secretary: P. T. Lamey, M.D., 422 Citizens Bank Bidg., 
Anderson, Ind. 


lowa 


The Iowa State Board of Chiropody Examiners. Board 
Secretary: Dr. C. C. Reinheimer, 111 W. 2nd St. South, 
Newton, Iowa. 


Kansas 


The Kansas State Board of Podiatry Examiners. Board 
President: Dr. L. E. Krause, 1107 Williams St., Great 
Bend, Kansas, or Kansas Board of Podiatry Examiners, 
872 New Brotherhood Bldg., Kansas City, Kansas. Board 
Secretary: F. N. Nash, M. oe 364 New Brotherhood Bidg., 
Kansas City, Kansas. 
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Kentucky 


The Kentucky State Board of Chiropody. Board Secretary: 
Dr. Chester A. Nava, 4140 Shelbyville Rd., Louisville +, Ky 


Louisiana 


Louisiana State Board of Medica! Examiners. Board 
Secretary: Edwin Lawson, M.D., 930 Hibernia Bank Bldg., 
New Orleans 12, La. 


Maine 


The Maine Board of Examiners in Chiropody and Podiatry. 
Board Secretary: Daniel A. Hanley, M.D., Box 
Brunswick, Me. 


Maryland 


The Maryland Board of Chiropody Examiners. Board 
Secretary: Dr. S. Jack Kleger, 408 S. Division St., 
Salisbury, Md. 


Massachusetts 


The Massachusetts Board of Registration in Chiropody- 
Podiatry. Board Secretary: Dr. Charles H. Thorner, 910 
Furnace Brook Parkway, Quincy, Mass. 


Michigan 

The Michigan State Board of Registration in Chiropody 
will meet for examination in June of each year. Board 
Secretary: Dr. Albert G. Kalin, 24453 Grand River Ave., 
Detroit 19, Mich. 


Minnesota 


The Minnesota Board of Chiropody Examiners. Board 
Secretary: Dr. Robert E. Ray, 512 N.W. Federal Bldg., 
Minneapolis, Minn. 


Mississippi 
The Mississippi State Board of Health. Board Secretary: 
Archie L. Gray, M.D., Box 1700, Jackson, Miss. 


Missouri 


The Missouri State Board of Chiropody. Board Secretary: 
Frank Fulkerson, D.S.C., 611 Clay St., Chillicothe, Mo. 


Montana 


The Montana State Board of Chiropody-Medical Examiners 
will meet when the need arises for reciprocity or examina- 
tion at the Capitol Bldg., Helena, Mont. Board Secretary: 
Dr. L. M. Jennings, 411 First National Bank, Bozeman, 
Mont. 


Nebraska 


The Nebraska State Board of Examiners in Chiropody. 
Board Secretary: Herman F. Gartner, D.S.C., First Natl. 
Bank Blidg., Lincoln, Nebr. 


Nevada 


The Nevada State Chiropody Board. Board Secretary: 
Dr. William A. Edwards, 150 No. Arlington St., Reno, 
Nev. 


New Hampshire 


The New Hampshire Board of ge 5a in Chiropody. 
Board oe a ae Edward W. Colby, M.D., 61 S. Spring 
St., Concord, H 


New Jersey 


The New Jersey State Board of Medical Examiners meets 
semi-annually for examination on the third Tuesday. 
Wednesday, Thursday and Friday of June and October. 
Board Secretary: Royal A. Schaaf, M.D., 28 West State 
St., Trenton 8, N. J. 


New Mexico 


The New Mexico State eee of Podiatry. Board Secre- 
tary: Morris Haas, D.S 121 Sycamore St., N 
Albuquerque, N. M. 


.E., 


New York 


The New York State Board of Podiatry Examiners. Board 
Secretary: James O. Hoyle, Ed.D., 23 S. Pearl St., Albany, 
New York. 
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CONSISTENTLY SUCCESSFUL RELIEVING 
SKIN 


Nard 
DY 1 Ih 


J. Amer. Food. 
in foot soak 
satisfactory results in 89 L of cases hydrotherapy } 

: “ends itself admirably a Q 
comments: pen diatry prophylactic in — bath 
either the whirlpool bath, or as @ 


foot — | and as an after 


treatment . - 


STUDY2 Steinberg, M.D.: 
J. Amer. Pod. Assn. 50:469, 1960. 


satisfactory results in 85% of cases 


comments: Sardo “tends to restore deficient 
natural lipid and to prevent ex- 
cessive evaporation of moisture 
which is an important cause of 
dermal dryness, scaling and 


itching.” 


SARDO releases millions of microfine water-miscible globules* which act to (a) lubri- 
cate and soften the skin, (b) replenish natural emollient oil, (c) prevent excessive 
evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 


for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y. *Patent Pending, T.M. © 1961 


gatistactory results in Yo of cases 
comments: “The gadition of {Sarde} to the & 
gherapentic path prevented 
arying of the skin, and its itch- 
ing, commonly seen in hydro- 


State Board (Cont.) 


North Carolina 


The North Carolina State Board of Chiropody Examiners. 
Board Secretary: Robert W. Getchell, D.S.C., P.O. Box 
796, Goldsboro, N. C. 


North Dakota 


The next board meeting of the North Dakota Board of 
Registration in Chiropody will be held for reciprocity and 
examination at call at 301 Black Bldg., Fargo, N. Dak. 
Board Secretary: — E. O’Brien, D.S.C., P.O. Box 872, 


Bismarck, No. 

Ohio 

The Ohio State Medical Board. Examiner in Chiropody: 
H. M. Platter, M.D., 21 W. Broad St., Columbus, Ohio. 
Oklahoma 


The Oklahoma State Board of Chiropody. Board Secre- 


tary: Dr. Howard Johnson, 510 W. Broadway, Enid, Okla. 
Oregon 
Oregon State Chiropodists’ Examining Board. Board Sec- 


retary: Richard H. Wilcox, M.D., 914 State Office Bidg., 
Portland, Ore. 


Pennsylvania 
Pennsylvania State Board of Chiropody Examiners. Board 


Secretary: Dr. Jack S. Pincus, 26 N. 3rd St., Harrisburg, 
>a. 


Rhode Island 
The Rhode Island Board of Examiners in Chiropody 
Administrator: Thomas B. Casey, 366 State Office Bidg., 
Providence, 

South Carolina 

The South Carolina Board of Podiatry Examiners 


will 
meet for examination Aug. 6-10, 1962 at 122 W. Whitner 
St., Anderson, S. C. Dr. James D. Hill 


Board Secretary: 


122 W. Whitner St., Anderson, S. C 


South Dakota 


The South Dakota State Board of Chiropody Examuners 
will meet at the — of the Board. Board _— 


Viola Marr, 115 N. ain Ave., Sioux Falls. S 
Tennessee 

The Tennessee Board of Registration in Chiropody 
Board Secretary: Stephen A. Lamm, 32355 Poplar Ave., 
Memphis, Tenn. 

Texas 


The Texas State Board of Chiropody Examiners. Board 
Secretary: Dr. ewis M. Hoppock, P. O. Box 3315, 
Temple, Tex. 

Utah 

The Utah State Board of Chiropody Examiners. 
Secretary: Ward A. Burbidge, 1015 Medical 
Salt Lake City, Utah. 
Vermont 

Vermont Chiropody Association. 


Board 
Arts Bldg.. 


Board Secretary: Gray 


S. Clark, Service Bldg., Rutland, Vt. 

Virginia 

Virginia Board of Medical Examiners. Board Secretary: 
Russell M. Cox, M.D., 509 Professional Bldg., Ports: 
mouth, Va. 

Washington 


The Washington State Chiropody Examining Committee 
usually holds Basic Science and Chiropody examinations 
the first and/or second week in January and July at the 
University of Washington, Seattle, Wash. Board Secre- 
tary: Thomas A. Carter, Administrator, Department of 
Licenses, Olympia, Wash. 


West Virginia 


Medical Licensing Board of West Virginia. Board Secre- 
I E. 


tary: N. . Dyer, M.D., 1800 Washington S&t., 
Charleston, W. Va. 
Wisconsin 


The Wisconsin State Board of Examiners. 
tary: Roy M. Cowen, 2266 N. Prospect 
Wis. 


Wyoming 


The Wyoming State Board of Registration in Chiropody- 
Podiatry. Board Secretary: Dr. J. W. Scott, 21 East 
Works St., Sheridan, Wyo. 


Board Secre- 
Ave., Milwaukee, 


RUBEFACIENT 
THERAPY 
FOR THE 


2 FLUID 
OUNCES 474 


BANALG 


4 MILD ~ NON-GREASY 
LINIMENT 


706 


vol. 


In aclinical study* of 170 podiatric cases, 
BANALG Liniment with effleurage was 
found to be effective for the follow-up 
treatment of arthritis, strained plantar 
fascia, bunions, achillodynia, myalgia, 
tendonitis, stiff joints, and ankle sprains. 
Reprint mailed on request. 


BANALG Liniment is widely used by physicians for 
relief of arthritic, rheumatic and muscular pains. Mild, 
non-greasy, 
drugstores. 


effective. Supplied in 2 oz. bottles at all 


Professional samples and formula on request. 


CHEMICAL COMPANY 


3715-31 Laclede Ave., St. Louis 8, Mo. 


“Walker, M. H., Rubefacient therapy for the feet, 
Journal of the 
50, Oct. 


American 
1960. 


Podiatry Association, 
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for your 
complete 


FDry, 


® 


water-dispersible antipruritic oil 


e relieves dryness immediately 
e stops itching 

« softens the skin 

e cleanses as it lubricates 


ig 


For use in the foot soak, hydrotherapy and bath 
. Alpha-Keri deposits a lubricant-moisturizing oil film 
bw on the skin and, at the same time, cleanses the skin, 
. thus eliminating the need for soap. Alpha-Keri also 
provides a protective action similar to that of skin 
= Seipids and helps the skin to retain moisture. 
(Pane & Alpha-Keri contains mineral oil and Kerohydric® 
& (brand of keratin-moisturizing fraction of lanolin) 
plus a nonionic emulsifier. 


* Indicated for: generalized dryness, roughness and 


scaling—fissured, horny heels—diabetic dry skin— 
senile pruritus—anidrosis—hyperkeratosis—chafing, 
shoe rub—callosities—various types of dermatitis 
with associated dryness and pruritus. 


ct When an emollient-cream is required 
LOWILA EMOLLIENT moisturizes and lubricates © 
dry skin, restores and maintains healthy skin pH, 
promotes healing. Contains Kerohydric (superior 
keratin-moisturizer and lubricant) in a lactic acid 
buffered emulsion. 
And when soap is contraindicated 
LOWILA®CAKE soap free... cleanses tender, der- 
matitic skin gently, without irritation. 


WESTWOOD PHARMACEUTICALS 13, NY. 
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COUNCILS and COMMITTEES 


COUNCIL ON EDUCATION 


I. Yale, Chairman, 364 E. Main St., Ansonia, Conn.; P. R. Brachman, Secretary, 25 E. Wash- 
ington St., Chicago, Ill.; E. N. Barron, Little Rock, Ark.; M. H. Gennis, Tulsa, Onia.: BR. KK. 
locke, Englewood, N. J.; E. L. Tarara, Rochester, Minn.; D. V. Anderson, Chicago, II1.; 
Max Pomerantz, M.D., Cleveland, Ohio; T. B. Eden, Bayshore, L. I., N. Y.; G. R. Tobin, Twin 
Falls, Idaho 


CONSTITUTION AND BYLAWS COMMITTEE 


Leroy C. Numbers, Chairman, 1327 N. Clark St., Chicago, Ill.; Joy E, Adams, St. Petersburg, 
Fla.; Joseph D. Fletcher, New Castle, Pa. 


DIVISION OF EXTERNAL AFFAIRS 


Earl G. Kaplan, Director, 14608 Gratiot Ave., Detroit, Mich. 

Council on Public Education and Information 
James A. Conforti, Chairman, 767 Broadway, Bedford, Ohio; Edward H. Bier, Hoboken, N. J.; 
H. L. Collins, Columbus, Ohio; Wallace L. Beylin, Akron, Ohio; J. E. Green, Binghamton, 
N. Y.; S. S. Rudnick, West Haven, Conn. Audio-Visual Section—Marvin W. Shapiro, Chair- 
man, 1059 Spitzer \Bldg., Toledo, Ohio. 

Council on Extra-Professional Relations 
Ralph E. Owens, Chairman, 1700 Exchange Blvd., Oklahoma City, Okla.; N. C. Bianco, Akron, 
Ohio; L. E. Johnson, Los Angeles, Calif.; A. G. Kalin, Detroit. Mich.; E. M. Weiner, New 
York, N. Y.; Andrew 8S. Anastasio, New Haven, Conn. 

Council on Medical and Allied Health Relations 
L. G. Lefler, Chairman, 239 W. 6th St.. Fremont, Neb.; Clarence Bookbinder, Burlington, 
N. J.: Howard Johnson, Enid, Okla; David Simon, Buffalo, N. Y. Medical Liaison Com- 
mittee—George E. Guenzler, Chairman, 104 Professional Bldg., Freeport, Ill.; Marvin W. 
Shapiro, Toledo, Ohio; Douglas T. Mowbray, Waterloo, lowa; Irving Yale, Ansonia, Conn.; 
A. Rubin, Secretary, 3301 16th St., N. W., Washington, D. C. 

Council on Public Health 
Marvin D. Marr, Chairman, 305-307 S.G.A. Bldg., Cedar Rapids, lowa. Children and Youth 
Fitness—John T. Sharp, 2002 Woodland Rd.. Abington, Pa. Aging—Robert A. Giudice, 118 
S.W. 4th Ave., Gainesville, Fla. Farm Foot Health—Donald A Mahrle, 1909 Gage Bivd., 
Topeka, Kans. Advisory Committee on Civil and Defense Emergency Medica! Care—Arthur 
E. Helfand, St. Luke’s and Children’s Medical Center, Franklin and Thompson Sts., Phila- 
delphia, Pa. Footwear—Edward C. Meldman, 161 W. Wisconsin Ave., Milwaukee, Wis. 
U.S.P.H.S. Liaison—E. D. McGlamry, Candler Bldg., Atlanta, Ga. 

DIVISION OF INTERNAL AFFAIRS 

Benjamin C. Mullens, Director, Security Mutual Bldg., Binghamton, N. Y. 

Council on Professional Information 
William A. Edwards, Chairman, 150 No. Arlington Ave., Reno, Nev.; B. C. Egerter, Pitts- 
burgh, Pa.; H. Feinberg, Miami ‘Beach, Fla.; Chester Nava, Louisville, Ky. 

Council on Membership Development 
Harry I. Horowitz, Chairman, 30-96 Steinway St., Astoria, L. lL, N. Y.; S. O. Burgess, Detroit, 
Mich.; J. C. Pankratz, Meadville, Pa.; [. Pashin. Poughkeepsie, N. Y. 

Appeals and Control Commission 
Donald J Cameron, Chairman, 504 Murchison Bldg., Wilmington, S. C.; Joy E. Adams, St. 
Petersburg, Fla.; George E. Guenzler, Freeport, Ul.; L. E. Johnson, Los Angeles, Calif.; 
Douglas T. Mowbray, Waterloo, Iowa; Cleotha Parham, Tulsa, Okla.; H. Feinberg, Miami 
Beach, Fla.; Theodore B. Eden, Bayshore, L. I., N. Y.; Clarence Bookbinder, Burlington, N. J. 

Federal Affairs Advisory Committee 
Charles Turchin, 818 18th St., N.W., Washington, D. C. 

DIVISION OF SCIENTIFIC AFFAIRS 

Joy E. Adams, Director, Florida National Bank Bldg., St. Petersburg, Fla. 

Council on Scientific Sections 
L. B. Thompson, Chairman, 5613 7th Ave., Kenosha, Wis. 
(Members to be named) 

Joint Council on Accreditation and Certification 

Council on Podiatry Therapeutics and Pharmacy 
Harry L. Hoffman, Chairman, 1098 National Press Bldg., Washington, D. C.; F. N. DiGilio, 
Skokie, [l.; A. V. Johnson, Midland, Texas; E. C. Meldman, Milwaukee, Wis.; S. Moskow, 
Washington, D. C.; R. E. Owens, Oklahoma City, Okla.; John R. Graham, Decatur, Ill. 

Committee on Research (Organization and Methodology) 
William F. Eads, Chairman, 1651 Garnet St., San Diego, Calif.; Consultant—Benedict J. 


Jaskoski, A.B., M.S., Ph.D., Illinois College of Chiropody and Foot Surgery, 1327 N. Clark 
St., Chicago, 


Committee on Nomenclature 
Peter N. Varzos, 25 E. Washington St., Chicago, Ill., and Murray Bromberg, 315 Broad 
St., Bloomfield, N. J., Co-Chairmen. 
COMMITTEE ON ARRANGEMENTS 1962 ANNUAL MEETING 


S. P. Nyman, Convention Manager, 3301 16th St., N.W., Washington, D. C.; Charles Turchin, 


818 18th St., N.W., Washington, D. C., and Edward Ganny, 1907 Eye St., N.W., Washington, 
D.C., Co-Chairmen. 
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EDWARDS 
PRESCRIPTION SHOES 


FOR ADULTS ONLY 


Shoes should be an important part of your practice. If you are 
shoe minded, our plan of servicing your patients in your office 
should be of utmost interest to you. You can dispense 


EDWARD'S PRESCRIPTION SHOES for men and women 


without carrying a stock of shoes, and without an investment. 


For more than 37 years, thousands of your fellow practitioners 
have used EDWARD'S PRESCRIPTION SHOES for adults as 
an adjunct for treating the various forms of foot disabilities. 
The fit is guaranteed. Shoes may be returned either for 
exchange or refund. 


SHOES SUPPLIED ON INDIVIDUAL PRESCRIPTIONS 


Write for our beautifully 

illustrated catalog and 

our plan to dispense shoes 

in your office—on your 

professional stationery 
please. 
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For the patient 


can unlock the door to successful treatment... 


by a three-fold attack essential for effective control: 


TD eee: penetrating vehicle— that reaches the fungi in deep keratin layers. 
€ multiple antimycotic action—in vivo— 1) kills fungi by direct 
tanning action, 2) lowers local pH, 3) inhibits local sweat production, 
pe prolonged action— sustained release medication film provides 
continuous 12-hour antifungal action. 


But—the door to success opens wide only when ONycHO-PHyYTEX is combined with: 

@ Thorough and regular debridement (in your office) of affected nails by chemical or mechanical 
means, to remove piled-up horny growth. 

@ Conscientious patient cooperation at home in carrying out the twice daily application schedule 
for an adequate period. Visible improvement (healthy new nail growth) should not be ex- 
pected for several months. Patient instruction sheets are available to you on request as an aid 
in gaining long-term cooperation. 


Formula: each cc. contains 


Borotannic complex (derived from: Tannic acid 46 mg., Boric acid 29 mg.)........... 75 mg. 


Supply: In bottles of 15 cc. and 30 cc. with brush in cap—on prescription only. 


WYNLIT PHARMACEUTICALS, INC., MADISON, NEW JERSEY @kgiap> 
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THE POPULAR SONICATOR 
for better results from ultrasonic therapy 


Tailor made to effectively reach the 
irregular contours of the extremities 


This powerful precision instrument is the modern concept 
of ultrasonic therapy devices. The patent-applied for 
feature of DIRECT CRYSTAL TO PATIENT CONTACT 
allows more effective and more uniform results, especially 
about the foot. ONLY $199.50 F. O. B. Pasadena, California 


=> LECTRONICS 


corporation 


Mettler Electronics Corp. @ 114 W. Holly Street, Pasadena, Calif. 


Send me a SONICATOR Name 

I'd like a Demonstration Address 
City, State 

Send Latest Treatment 


Information (No Obligation) 
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APPROACH 
TO FOOT 
PROBLEMS 


Style No. 84 


MaAenw-rediec SCIENTIFIC CONSTRUCTION SHOES 


Preferred by the Nation’s Leading Foot-Fitting Specialists 


Alden-Pedic lasts and shoes serve 3 purposes: 
* Long inside counter 
* Right and left ortho | Y Fit the individual foot shape... 
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New Uses of Chymotrypsin in Podiatry* 


Introduction 

Tuis paper deals with the use of chymotryp- 
sin in podiatry and discusses the infiltration, 
intra-articular, intramuscular and oral uses 
of chymotrypsin in 864 patients. Two of 
these methods of administration, namely 
the infiltration and intra-articular uses, to 
the best of our knowledge, have never been 
previously reported in this country. 

The importance of enzyme therapy has 
steadily risen in recent years with particular 
attention being focused on the natural pan- 
creatic enzymes chymotrypsin and trypsin. 
I became interested in the use of chymo- 
trypsin in podiatry in 1958. 

The infiltration use of injectable chymo- 
trypsin was suggested to me by the work of 
Barraquer' of Spain, who reported that 
chymotrypsin had a lytic effect upon zonules 
and thus facilitated lens removal in cataract 
surgery. 

The intra-articular use of chymotrypsin 
was stimulated by the report of Sola and 


* Bronze Award winning paper in the William J. 
Stickel Awards for Research in Podiatry-Chiropody 
for 1961. Presented at Annual Meeting of the 
A.P.A., held at the Americana Hotel, Miami, Fla., 
August 1961. 
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Barcelo*, who used a solution of chymo- 
trypsin intra-articularly in the treatment of 
periarthritis of the shoulder. The use of 
chymotrypsin in surgery was predicated on 
the reports of physicians that the enzyme 
was a useful anti-inflammatory agent in 
thrombophlebitis*, athletic injuries**.*, sur- 
gery**-®, and dermatology". 

For many years we thought of these en- 
zymes only in terms of their digestive prop- 
erties. But now a considerable body of clin- 
ical and experimental evidence has accumu- 
lated identifying chymotrypsin as a potent 
agent for the treatment of inflammation, 
ecchymosis and edema (other than that of 
renal or cardiac origin) . 

The selection of chymotrypsin over tryp- 
sin for this study was governed by certain 
qualitative differences between the two en- 
zymes. Hendley, et al.!! assert that chymo- 
trypsin is a_ preferred anti-inflammatory 
agent because it does not produce clotting 
and is less toxic; Miechowski and Ercoli'? 
maintain that chymotrypsin has a greater 
anti-inflammatory action than trypsin. 


+ Chairman, Research and Scientific Committee, 
Chicago College of Chiropody and Pedic Surgery. 
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We have been ever alert, too, to the 
search for an anti-inflammatory agent that 
did not have the drawbacks of the corti- 
costeroids. Though the steroids, such as 
hydrocortisone and prednisolone, have had 
a wide usage in the past few years, they are 
known to cause undesirable reactions such 
as inhibition of pituitary gland function, 
diminished resistance to infection, hyper- 
tension and psychopathologic changes. No 
such side effects have been noted with 
chymotrypsin. Davis, et al.'8 reported that 
clinically they believed that the effect of 
chymotrypsin exceeded that of trypsin and 
paralleled that of prednisone in treating 
bruises and sprains. They felt, too, that 
hematoma responded more quickly to 
chymotrypsin than to either of the other 
two agents. A desire to evaluate a safer 
anti-inflammatory agent was further stimu- 
lated by the development of a Charcot’s 
joint following intra-articular injections of 
hydrocortisone. 

The mode of anti-inflammatory action of 
chymotrypsin and trypsin remains to be 
clarified. ‘There are a number of theories 
such as, (a) administration of the enzymes 
helps to restore a disturbed balance of the 
enzyme systems to normal function, and 
(b) a fibrinolytic effect removes the tiny 
fibrin clots which block the blood vessels 
surrounding a lesion, thus increasing local 
circulation and removing the inflammatory 
barrier, resulting in a more rapid dissolu- 
tion of the pathology. 


Materials and Methods 


The chymotrypsin preparations used 
throughout these studies were an injectable 
solutiont and an oral tablet{{. The oral 
tablet was used as adjunct therapy to the 
injectable preparation, particularly when 
the latter was administered intra-articularly 
and when used in foot surgery. 

In our earlier infiltration and _ intra- 
articular studies, we combined an equal 
amount of a local anesthetic with the chy- 
motrypsin solution on the assumption that 
injection of the enzyme alone would be 


Chymar Aqueous and Chymoral Tablets, by 
Armour Pharmaceutical Co., Kankakee, III. 
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painful or irritating. Subsequent studies, 
however, proved that the addition of an 
anesthetic agent was unnecessary. Any noted 
stinging was transitory. Indeed, the disten- 
sion of tissues caused by this additional vol- 
ume of anesthetic to chymotrypsin solution, 
in itself, seemed to be responsible for any 
discomfort noted. Only when large areas or 
joints are involved, is consideration given to 
the combined use of a local anesthetic. Strict 
aseptic techniques were always observed. 


Fig. 1—Heloma molle, fifth toe, male, age 51, 
duration 12 months. Lesion 0.5 cm. x 0.5 cm. 
Previous therapy—reduction of excrescence. 
(Upper) Lesion at time of first infiltration. 
(Lower) Lesion 6 weeks after start of ther- 
apy. | week after fourth infiltration, lesion 
healed. 


Infiltration Use of Chymotrypsin 

The solution of chymotrypsin was admin- 
istered in amounts varying from 0.1 to 0.2 
cc. Injections were made directly under the 
lesion, using a number 25 or 26 gauge 
needle (54” or 34”). Injections were made 
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in a flat plane of 180 degrees. Infiltrations 
were repeated at weekly intervals as neces- 
sary. (Fig. 1.) 

The conditions treated and the number 
of patients in each group were: 


Heloma Durum 48 
Heloma Molle 70 
Heloma Miliary 34 
Heloma Neurofibromata 26 
Onychocryptosis 57 
Nucleated Tyloma 140 
Trauma 71 
Verruca 3 

Total 449 


All cases of helomata were carefully se- 
lected upon the basis that they were free of 


exostosis and were of a purely pathome- 


chanical nature. 

Patients were of both sexes and in age 
ranged from 14 to 68 years. They were 
composed of private patients and clinic 
patients. 


Intra-articular and Bursal Use of Chymotrypsin 

The chymotrypsin solution, the same 
preparation as used for infiltration, was used 
in the following amounts: small joints 
(Fig. 2) were injected with 0.1 to 0.2 cc.; 
hallux valgus 0.2 to 0.4 cc.; the ankle joint 
with 0.5 cc.; and bursal sacs with up to 
1.0 cc. A pressure bandage was applied after 
the injection. Injections are repeated at 
weekly intervals, as necessary. 

When fluid is present it is first aspirated 
with a number 18-19 gauge needle—the 
needle is left in place and another syringe 
is used for injecting the chymotrypsin solu- 
tion. ‘The amount injected was equivalent 
to the amount of fluid aspirated. 

The conditions treated were sprains and 
strains, fractures, bursitis, hallux valgus, 
metatarsalgia and arthritis, and painful toes 
of unknown etiology. 

Patients were of both sexes and in age 
ranged from 18 to 68 years. They were 
composed of private patients as well as clinic 
patients. 

The joints injected and the number of 
patients in each group are summarized as 
follows: 
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Fig. 2—Intra-articular chymotrypsin for arth- 
ritis. Using a 25-26 gauge needle 54”, the 
approach ‘is made at a 90° angle, with the 
articulation spread and 0.2 cc. is injected 
into ‘the joint space between the middle and 


distal phalanx. Aseptic technique ob- 
served, 
Interphalangeal Joints 98 
Metatarsal-Phalangeal Joints 107 
Tarsal Joints 35 
Angle Joints 50 
Total 290 


After intra-articular or bursal injection 
of the chymotrypsin solution, the patient 
was given a prescription for 8 oral tablets, 
with directions to take two tablets fou 
times daily. For maintenance dosage the 
tablets were administered one tablet fou 
times daily. 


Use of Chymotrypsin in Surgery 

During the past year, we have been ad- 
ministering chymotrypsin aqueous intra- 
muscularly immediately after foot surgery. 
This is the same preparation which we use 
for infiltration, intra-articular and bursal 
injection. I prefer to inject the solution 
into the upper outer one-third of the thigh 
with the patient in the recumbent position. 
A second area of choice is the upper outer 
quadrant of the gluteus maximus. The 
injection is supplemented by administra- 
tion of chymotrypsin oral tablets. (Fig. 3.) 

The dosage of the injectable preparation 
is 1 cc.; that of the tablets is two tablets 
four times a day with maintenance therapy 
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Fig. 3—Amputation of fifth toe and head of 

fifth metatarsal, female, age 23. Infection 

followed surgery and when first seen, 7 weeks 

after original surgery, the wound measuring 

3 cm. x 4 cm. was infected and ulcerated 

(upper), Patient was placed on chymotryp- 

sin therapy: chymotrypsin aqueous solution 

1 cc. intramuscularly at weekly intervals for 

7 weeks along with chymotrypsin oral tablets 

2 q.i.d. (Lower) Lesion 7 weeks after chymo- 

trypsin therapy instituted, healing complete. 
at the level of one tablet four times a day. 

A total of 125 cases so treated are reported 
in this study. The patients ranged in age 
from 11 to 74 years. 

The drugs were used in the following 
operative conditions: 

Arthroplasties 20 
Digiti Malleus 
Heloma Molle 


Heloma Durum 


Ganglionic Cysts 3 
Hallux Valgus 26 
Hallux Rigidus l 
Onychocryptosis 47 
Tenotomies 28 

Total 125 


Discussion and Results 
Evaluation of the Drugs 
In undertaking this study, it was recog- 
nized that the interpretation of results 
would have to be primarily based on clin- 
ical experience and judgment. This because 
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of the lack of any precise laboratory pro- 
cedure by which the effectiveness of enzyme 
therapy can be measured. However, the 
very nature of the foot conditions treated 
was such that changes could be objectively 
noted; thus, the results were judged by com- 
paring responses seen to other therapies in 
similar conditions. 

Reported controlled studies confirmed 
our belief that clinical observations were 
indeed a valid criterion for evaluating the 
effect of chymotrypsin. Thus, a double 
blind study in 62 patients by Edelstein" 
using injectable chymotrypsin in plastic sur- 
gery showed that 91% of the chymotrypsin 
treated cases showed favorable response to 
surgical ecchymosis and edema as compared 
to 15% of the placebo group. The treated 
group recuperated in 5 to 7 days, as com- 
pared to 14 days in the control group. 

In a controlled animal (monkeys) study 
by Larsen and Posch!*, chymotrypsin solu- 
tion was found to be efficacious in the re- 
duction of edema following crushing in- 
juries of the hand. Similar good results 
were observed in the control of edema fol- 
lowing elective operations such as Dupuy- 
tren’s contractures. 


Results of Infiltration Use of Chymotrypsin 

As mentioned earlier, the lytic effect of 
chymotrypsin solution upon the zonules to 
facilitate extraction of the lens in cataract 
surgery suggested that the preparation 
shouid be evaluated in selected conditions. 

In these, the use of chymotrypsin seemed 
particularly apropos since besides the pos- 
sible lytic effect there were the established 
anti-inflammatory properties. 

I was very impressed with the excellent 
results obtained in 449 selected cases which 
included the following conditions: Heloma 
Durum, Heloma Molle, Heloma Miliary, 
Heloma Neurofibromata, Onychocryptosis, 
Nucleated Tyloma, Trauma and Verruca. 

As expected, there was definite reduction 
in the inflammatory processes which in- 
variably are associated with these lesions. In 
addition, infiltration of the chymotrypsin 
aqueous solution produced a thinning out 
of the area and thus a speedier dissolution 
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of the pathological tissues. Again, the effect 
of chymotrypsin in producing relief of pain 
was noticeable. 


Results of Intra-articular and Bursal 
Use of Chymotrypsin 

These results were highly satisfactory in a 
series of 290 cases of fractures, bursitis, 
trauma and arthritis of the foot. 


In the adjunct use of intra-articular 
chymotrypsin aqueous in the treatment of 
fractures and trauma it was found that 
swelling and hematoma _ were’ absorbed 
faster, ecchymosis was decreased (sometimes 
miraculously) and pain was reduced or held 
to a minimum. The over-all impression was 
that healing time was facilitated. 

Following injection there may be an in- 
crease in the pain syndrome lasting from a 
few hours to a day. When the pain abates, 
frequently one notes an increase in joint 
motion thus making it possible to use other 
rehabilitory measures. 

We felt that the intra-articular use of 
chymotrypsin aqueous was as useful as the 
intra-articular use of corticosteroids while 
having none of the steroid drawbacks. Also, 
the intra-articular use of chymotrypsin 
aqueous is more economical than the use of 
corticosteroids intra-articularly. 

The supplemental use of the oral tablet 
of chymotrypsin appeared to enhance the 
effectiveness of the intra-articular injection. 


Results of Intramuscular and Oral Use of 
Chymotrypsin in Surgery 

In a series of 125 surgical cases the anti- 
inflammatory effects observed were highly 
satisfactory. The amount of postoperative 
edema was noticeably less than expected. 
If surgical trauma resulted in hematoma, 
the speed of resolution was gratifying. 

As noted with the intra-articular and in- 
filtration uses of chymotrypsin aqueous, the 
intramuscular and oral use of chymotrypsin 
has an appreciable effect on pain. The 
amount of postoperative pain was lessened. 
This was substantiated by the reduced re- 
quirements for analgesics. 
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Reactions 

Chymotrypsin, like other pancreatic en- 
zymes, is a foreign protein and as such may 
cause reactions ranging from localized to 
generalized itching and urticaria to the 
anaphylactoid type of recation. Indeed, sev- 
eral reports of reactions have already ap- 
peared regarding reactions to chymotrypsin, 
to trypsin, and to streptokinase-streptodor- 
nase. 

However, in some 2,000 injections of 
Chymar Aqueous administered by us we 
have experienced only three reactions. One 
patient developed a moderate ulceration in 
a heloma neurofibromata. Two other pa- 
tients developed urticaria. One of these two 
patients had an immediate reaction with 
considerable itching, following the seventh 
injection. The other patient developed a 
delayed urticarial reaction following a first 
injection. 


Conclusion 

I believe that chymotrypsin has opened 
new therapeutic approaches to a large vari- 
ety of foot lesions. Excellent results were 
obtained when chymotrypsin was used for 
infiltration, intra-articular and intramuscu- 
lar injection as well as when used orally. 
In all, a total of 864 patients were treated. 
There were only three reactions in over 
2,000 administrations of the injectable 
preparation. 

Intra-articularly used, chymotrypsin aque- 
ous suppressed inflammation and pain to a 
degree comparable to the corticosteroids yet 
without their drawbacks. As an infiltrative 
agent, chymotrypsin aqueous produced a 
dissolution of the pathological tissues and 
speeded healing to a remarkable degree. 
The intra-muscular and oral administration 
of chymotrypsin depressed inflammation, 
swelling and pain and hastened healing 
time when used adjunctively in foot surgery. 
2131 S. 20th Ave. 
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Some Comments on Hallux Valgus Surgery* 


Mvcu has been written about hallux valgus. 
Many “cures” have been presented for this 
common deformity. Of the several dozen 
procedures devised for correction of this con- 
dition, only a few have remained popular. 
Probably the most widely used techniques 
are those described by McBride', Mayo?, 
Keller*, and Silver‘. 

There are other operations such as the 
impaction wedge osteotomy of the first meta- 
tarsal by Billig®, for correction of marked 
metatarsus primus varus. The Lapidus® 
procedure is useful in marked hallux valgus 
associated with severe metatarsus primus 
varus. In this condition the hallux has be- 
come internally rotated so that the nails of 
the first toes face each other. The abductor 
muscle has drifted plantarly and now acts as 
a flexor. Lapidus emphasizes that a restora- 
tion of the abductor to its original position 
must be made. This is accomplished by an- 
choring the tendon to the first metatarso- 
phalangeal joint capsule on the medial 
border. By a separate incision he removes 
the cartilage and a sufficient portion of bone 
from the first cuneiform-metatarsal joint to 
swing the metatarsal in line with the second 
metatarsal. The adjacent surfaces of the 
first and second metatarsal bases are de- 
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nuded. Bone chips, freed of cartilage, taken 
from the operated joint are placed in the 
Y space between the metatarsals. In 2 to 3 
months a bony bridge will usually develop, 
preventing further deviation of the first 
metatarsal. 

Let us get back to the “routine hallux 
valgus.” McBride recommends the correc- 
tion of intrinsic muscle imbalance, espe- 
cially that of the Adductor Hallucis Brevis. 
He indicates that in hallux valgus the ac- 
tion of the adductor hallucis brevis muscle 
tends to create internal rotation of the great 
toe and to cause a buckling outward of the 
first metatarsophalangeal joint. After ex- 
cision of the fibular hallux sesamoid the 
conjoined tendon of the adductor hallucis 
tendon, together with the lateral branch of 
the flexor brevis tendon, is detached from 
the base of the proximal phalanx and trans- 
ferred to the lateral superior border of the 
head of the first metatarsal. The tendons 
are anchored securely to the first metatarsal 
by 00 silk sutures. This approximates the 
first metatarsal against the second. A trans- 
verse incision is then made through the 
medial portion of capsule of the first meta- 


* Presented at A.C.F.S, meeting in Miami, January 
1961. 
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tarsophalangeal joint and shortened sufh- 
ciently to correct the valgus position of the 
toe. The capsule is carefully freed to expose 
the exostosis, which is excised flush with the 
shaft of the metatarsal. 

DuVries? modification of the McBride 
technique gives good to excellent results in 
most cases. DuVries makes an oblique in- 
cision extending from the medial border of 
the proximal third of the first metatarsal, 
dorsally, to end at the web of the first and 
second toes. This serves to give entry to 
both sides of the first metatarsophalangeal 
joint. The Ist and 2nd metatarsal heads 
are spread apart by means of a Weitlander 
retractor, which gives a much easier ap- 
proach for transference of the conjoined 
tendon and removal of the fibular sesamoid. 
After removal of the retractor, the capsules 
of the Ist and 2nd metatarsal heads are 
approximated by several 00 silk sutures. On 
the medial side of the joint a vertical seg- 
ment of capsule, about 0.5 cm. is removed, 
extending from the plantar aspect to in- 
clude a section of the abductor tendon, to 
the dorsal surface up to 0.5 cm from the 
hallucis longus. The capsule over the 
medial exostosis of the first metatarsal head 
is gently freed, and the surplus bone is 
removed flush with the shaft. The capsule 
is closed with 00 silk sutures. The foot is 
bandaged by 11% inch roller gauze. Soft 
tissue correction holds the hallux in posi- 
tion. The patient ambulates wearing a cut- 
out oxford the 3rd postoperative day. 

The Mayo technique is described as trans- 
verse resection of the head of the first meta- 
tarsal. 

Charles A. Stone® has been using a modi- 
fication of the Mayo technique for the past 
50 years with gratifying results. He con- 
tends that his modification is simpler, and 
that the chance of complications or poor 
results are lessened. Stone recommends an 
oblique incision extending downward from 
the dorsal surface proximal to the head, to 
end at the articular margin of the cartilage 
on the plantar surface of the metatarsal. 
The exostosis of the medial border is also 
removed. Sufficient bone should be removed 
to leave a space of about 3/16 inch between 
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proximal phalanx and the distal portion of 
the metatarsal. The technique saves some 
of the weight-bearing of the head of the first 
metatarsal. The patient ambulates within a 
day or two, and according to Stone returns 
to work within three weeks. 

Keller asserts that hallux valgus is best 
corrected by removing the exostosis from 
the head of the metatarsal and excising half 
of the base of the proximal phalanx. 

There are two notable modifications of 
the Keller techniques. There are differences 
of opinion as to the amount of bone to be 
removed from the base of the proximal 
phalanx. One modification involves inser- 
tion of a Kirschner wire or Steinman pin 
through the distal and proximal phalanges 
into the head of the first metatarsal to act 
as a splint to prevent subluxation and dorsi- 
flexion of the toes. With the use of the 
metal pin it is necessary to cast the foot for 
immobilization. If the base of the proximal 
phalanx is removed without the pinning, 
the patient is permitted to ambulate one 
day postoperatively. 

Silver finds that capsular alteration to- 
gether with the excision of exostosis on the 
border of the head of the metatarsal pro- 
duces excellent results. 

Of the above mentioned procedures, there 
have been many alterations and /or modi- 
fications. 

The McBride operation for hallux valgus 
seems to be quite satisfactory. Care must 
be exercised in excising the fibular hallucial 
sesamoid so that no damage is done to the 
Flexor Hallucis Longus tendon. 

Elderly patients and those suffering from 
rheumatoid arthritis are the most likely 
candidates for the Mayo technique. The 
modification of the Mayo operation used by 
Stone would be useful in a condition such 
as hallux rigidus, hallux limitus, hyper- 
trophied metatarsal heads and destruction 
of the articular cartilage. There will be a 
shortening of the shaft by absorption when 
a metatarsal head is removed. 

The popularity of the Keller operation 
lies partly in the ease of performance, plus 
immediate cosmetic and functional results. 
Unfortunately, the good results do not last 
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in many cases. There is in some cases a 
tendency to ankylosis of the metatarso- 
phalangeal joint. There is always the resid- 
ual shortened toe. In many patients there 
will be eventual subluxation of the proxi- 
mal phalanx on the Ist metatarsal or con- 
siderable dorsiflexion of the first toe. The 
subluxation of the joint will be more apt to 
occur if metatarsus primus varus is present. 

The Silver operation gives excellent re- 
sults for hallux valgus where the enlarge- 
ment of bone or exostosis is only on the 
medial border of the head of the metatarsal 
and the base of the proximal phalanx is not 
involved. 

In many instances it is necessary to excise 
the medial border of the base of the proxi- 
mal phalanx as well as the exostosis on the 
medial border of the head of the metatarsal. 
This cannot be accomplished by a transverse 
incision of the joint capsule because of the 
narrow margin of capsular attachment to 
the base of the proximal phalanx. 

Most candidates for hallux valgus surgery 
are females in the 45 to 55 years of age 
bracket. Post surgically, allowing a reason- 
able length of time, these women expect to 
wear fairly stylish shoes. This can be ac- 
complished easily if the surgeon stresses the 
functional rather than the cosmetic results. 
Women’s shoes, even orthopedic shoes, are 
not designed for a foot which has a hallux 
in the normal or slightly varus position. 

I have used a modification of the Mc- 
Bride technique in over 300 cases with good 
functional results. The routine procedures 
are performed through the incision made 
between the first and second metatarsals. A 
second linear incision is made over the 
medial border of the first metatarsophalan- 
geal joint. The incision is carried down 
through the capsule to expose the under- 
lying exostosis or enlargement of the head 
of the metatarsal and the medial border of 
the base of the proximal phalanx. A suff- 
cient amount of bone should be removed 
from the metatarsal and phalanx to give a 
satisfactorily smooth joint. I also utilize 
DuVries’ maneuver of suturing the first and 
second metatarsal heads together, but only 
in cases where there is an existing hyper- 
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mobile first metatarsal. I use his method of 
roller gauze bandaging and intra-articular 
injection of 10 mgm of Hydeltrasol®! solu- 
tion. 

Postoperative swelling from capillary 0oz- 
ing is effectively reduced by the administra- 
tion of Hemocoavit®? 2 tablets b.i.d. for 
3 days prior to surgery and by injecting the 
contents of a 5 cc. ampule of Hemocoavit 
deep intramuscularly 12 hours before sur- 
gery and 5 cc. daily for 2 days post-surgically. 

Fields'!® advises early ambulation to pre- 
vent vascular complications, even on first 
postoperative day, but without weight on 
forefoot. He also advocates that the foot of 
the mattress be elevated 2 inches, and that 
immediate mild leg exercises be substituted. 


Summary 

1. A number of surgical techniques for 
reduction of hallux valgus have been briefly 
described. 

2. Selection of the procedure to fit the 
specific deformity has been emphasized. 

3. Control of postoperative edema and 
the prevention of vascular complication has 
been outlined. 

3780 Wilshire Blvd. 
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Intradermal Injection of Chymotrypsin 


for Common Foot Lesions 


MANy researchers! have investigated 
the chemotherapeutic activity of the pro- 
teolytic products on tissue inflammation. 
They have found that intramuscular in- 
jections of trypsin and chymotrypsin pro- 
duce elevated antiproteolytic levels in the 
blood serum. This indirectly promotes in- 
hibition of polypeptid production, thereby 
halting the local inflammatory stimulus. 
Cornbleet® says, “The local action of chy- 
motrypsin depends on its enzymatic prop- 
erties as a protease. It is fibrinolytic and 
degrades purulent and necrotic tissue. Its 
antiphlogistic activity is indirect.” 

Since chymotrypsin therapy acts against 
acute and chronic inflammations by the 
build-up of serum antiproteolytic levels, 
a period of time must elapse for the blood 
titer to be built up to sufficient level. This 
author explored the possibility of injecting 
chymotrypsin directly into the local skin 
lesion on the foot to speed up the process 
of repair. This paper notes our successes 
with this mode of therapy. 

Experimentation with mice and rabbits 
insured a dermal response when chymo- 
trypsin was injected directly into an area 
of irritation. The smooth pink tails of 
white mice were abraded and irritated by 
the application of bichloracetic acid. One 
mouse tail was compared to another where- 
in chymotrypsin was utilized intradermally. 
The mouse tail injected with chymotrypsin 
invariably healed quicker than the mouse 
tail not so injected. In one rabbit a 
naturally occurring hematoma was resolved 
in a surprisingly short period of time. See 
Fig. 1, Upper and Lower. We concluded 
from this animal experimentation and ex- 
ploration of the literature that intradermal 
injection into local lesions with chymo- 
trypsin creates a chemotherapeutic effect 
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Fig. 1—Upper: A naturally occurring hema- 
toma on the hind paw of a live rabbit. It 
has been present for | week and has not in- 
creased or decreased in size for 3 days. Lower: 
72 hours after second injection, the site of 
the hematoma is completely healed (96 hours 
after Upper) . 


similar to that a topical antiphlogistic agent 
creates when rubbed on the skin. 

Lucas® states that Chymar Aqueous®! is 
a stable solution of purified chymotrypsin 
and is used intramuscularly. Each cc. con- 
tains 5000 Armour units of proteolytic 
activity. The package insert states that it 
is for intramuscular injection. Precautions 
(scratch or intradermal testing) should be 
exercised in those patients with known or 
suspected allergies or sensitivities. Intra- 
dermal testing with Chymar Aqueous is 
the sensitivity test of choice. 

This suggests that local intradermal in- 
jection of Chymar Aqueous for common 
foot lesions is readily determined to be safe 
and usable. Also, another investigator’ has 
utilized Chymar Aqueous into certain local 
foot lesions with success. Chymar Aqueous 
by intradermal injection was used in the 
local healing of intractable sinus, onycho- 


®'Armour Pharmaceutical Co., Kankakee, III. 
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TABLE | 


Summary of Results 


Average 


Average Quantity 


No. of No. of 


per Clinical 


Condition Patients Injections Injection Results 


Ankle sprain 2 | 


Heloma durum 3 ] 


ho 


Bursitis of 4 
bunions 


Nail difficulty 5 1-2 
with paronychia 


Intractable sinus 1 2 


0.5 cc. Good—Pain sub- 
sided in 24-48 
hours. Edema re- 
duced in same 
length of time. 

0.25 cc. Good—Pain sub- 
sided in 18-24 
hours. Involu- 
tion of corn in 
24-48 hours. 

0.5 cc. Good — Pain, 
edema and ery- 
thema_ reduced 
in 24 hours and 
completely gone 
in 48 hours. 

0.125- Good — Depend- 

0.5 cc. ing upon sever- 
ity of symptoms. 
Pains alleviated 
in 12-24 hours. 
Edema _ reduced 
in 24-48 hours. 
Almost complete 
healing in 72-96 
hours. 

O:5 cc. Fair — No dra- 
matic improve- 
ment was seen 
until a cut-out 
shoe was _pre- 
scribed. 


cryptosis, paronychia, subungual heloma, 
bursitis of bunions, heloma durum and 
ankle sprain. Careful clinical study of these 
conditions, plus the accompanying ‘“‘before 
and after” photographs, indicate that the 
proteolytic enzyme preparation usually 
caused: 
1. Prompt relief of pain 24 to 48 hours 
after injection. 

2. Resolution of erythema, heat, tender- 
ness and tenseness of affected areas 
often within 48 hours. 

3. Reduction of edema surrounding the 
wound usually within 48 hours. 

4. Liquefaction and sloughing of patho- 
logical tissues in 48 hours. 
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The chymotrypsin injection should be 
preceded by a local anesthetic of a like 
quantity since injection of the enzyme by 
itself will cause the patient discomfort. 

In this study the grading of patients’ 
improvement and response to the local 
chymotrypsin therapy was based entirely on 
clinical observation. The commonest sign 
of improvement was that the patient had 
marked reduction of pain and a lessening 
of erythema, heat and edema. The results 
are summarized in Table I. 

Chymotrypsin injected intradermally for 
pathological skin lesions of the foot seems 
to markedly depress the inflammatory 
processes. In no instance in the 15 cases 
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Fig. 2—Upper: Paronychia of the nail groove 
with associated mild suppuration and granu- 
lation tissue. This condition has been pres- 
ent for almost 3 weeks with extreme tender- 
ness. Under local anesthesia, the offending 
portion of toenail was excised along with the 
proud flesh, hemostatic agent applied, fol- 
lowed by infiltration of 14 cc. of chymotryp- 


sin. Toe was then dry dressed. Injection 
and dressing repeated at 18 and 42 hours. 
Lower: Toe 48 hours after last injection. 


cited did infection spread or relapse occur. 
The clinical course of certain foot problems 
seems to progress much faster than usual. 
The conditions investigated and specifically 
affected by chymotrypsin were ankle sprain, 
onychocryptosis, paronychia, subungual 
heloma, intractable sinus, heloma durum 
and bursitis of bunions. No sensitivity or 
allergic reactions were encountered in this 
study. It is believed that this method of 
administration is less liable to untoward 
systemic reaction. If there should be any 
type of allergic response, this response 
would be only of a local nature and not 
severe. 


Summary 

Intradermal chymotrypsin injection for 
local minor foot lesions opens a new 
therapeutic door to the podiatrist. Good 
results were obtained in 15 patients after 
animal experimentation and exploration of 
the literature indicated that chymotrypsin 
would produce healing properties when 
applied directly to the lesion itself. In the 
main, the systemic route was by-passed 
although some absorption may have taken 
place. 
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A Management Program for Treatment for 


Onychomycosis in Diabetic Patients 


FUNGAL infections of cutaneous structures is 
a chronic foot problem common in diabetic 
patients. An infection of the nail plate, 
onychomycosis, presents a source of reintec- 
tion to other areas of the body, an area 
prone to secondary bacterial infection and 
subject to increased pressure from the 
hypertrophied infected nail plates. Many 
methods of treatment are not applicable for 
use in the diabetic. Chemotherapy using 
such agents as chrysarobin, acids, thymol 
and resorcinol, is for the most part too 
strong for the avascular cutaneous  struc- 
tures. Dyes should be avoided since they 
hide pathologic color changes significant in 
diagnosis and treatment. Surgical anti- 
fungal agents have been found impractical 
for the specific treatment of onychomycosis. 

Studies are in progress to determine the 
incidence of fungus infections in the patient 
with an increased glucose tolerance test. 
Work done on carbohydrate metabolism 
of the skin gives evidence that patients with 
hyperglycemia have an increased glucose 
content of the cutaneous structures. These 
individuals are susceptible to T. rubrum 
and/or bacterial infection of the skin and 
nails. 

McGavack,! et al, first experimented with 
chloranil (tetra chloro p-benzaquinone) 
and found it to be an effective fungicide of 
low toxicity capable of application to the 
human for a wide variety of parasitic 
cutaneous organisms. The drug was used 
for the treatment of tinea capitis. Teich- 
mann® and Horvath observed the use of 
other drugs in a lacquer base for onychomy- 
cosis and decided to incorporate chloranil 
in this base. Their results were good. The 
lacquer provides a ‘base that prevents 


*Podiatric Consultant, Diabetes Service, Boston 
City Hospital, Thorndike Memorial Laboratory, 
Harvard University, School of Medicine. 
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moisture and contamination by foreign 
matter, such as food particles and dirt, to 
the already infected nail plate. Chloranil 
in a lacquer base is known as Keralac.®! 

The method of therapy is as follows. 
After cleansing the infected nail plates 
with ether, 70% alcohol and Zephiran 
Chloride®2 1:1000 solution, the infected 
nail is reduced with a nail forceps and 
burrs. The area is again cleansed. The 
nail bed is examined for ulceration or 
bacterial infection. The lacquer is never 
used in the presence of either condition. 
If the nail bed is clean, Keralac is applied 
to the remaining nail plate. The patient 
applies the medication once a week after 
removing the previous application with nail 
polish remover. The feet are washed daily 
in lukewarm water and Dial soap. The 
patient is instructed not to reduce the nail 
plate between visits. 

The diabetic should be seen every 4 
weeks for examination and treatment. 

Forty-six patients were placed on this 
therapy. The results ranged from slight to 
excellent improvement in the condition ot 
the nail plate. There was no evidence ol 
irritation from the application of Keralac. 


Summary 

The diabetic patient is prone to 
onychomycosis. The condition must be 
treated. An effective, nontoxic preparation, 
Keralac, is available that may be used in 
conjunction with routine nail care. It is 
not caustic or strong as other chemothera- 
peutic agents and provides an excellent 
method of control for the diabetic with 
onychomycosis. 


394 W. Broadway 


®1 Salem Pharmacal, Naugatuck, Conn. 
®2 Winthrop Labs., New York, N. Y. 
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Survey of Foot Pathology in 
Diabetic Clinic 


DurING a l-year period extending from 
November 1957 through November 1958, 
69 of the 98 patients attending the out- 
patient diabetic clinic of the State University 
of New York, Upstate Medical Center, were 
observed and treated by a podiatrist. 
Although many reports on the incidence 
of gangrene and amputations are available,' 
there is little information on the type and 
incidence of foot lesions seen in a diabetic 
outpatient service. The following report 
summarizes the findings in our group. 


Method 


Patients attending the diabetic clinic 
were seen on a regular clinic morning pre- 
ceding or following their examination by a 
clinic staff physician or senior medical stu- 
dent. An attempt was made to see all the 
patients attending the clinic, priority being 
given to those with known foot pathology. 
Past and present history with regard to foot 
complaints was recorded, followed by ex- 
amination of the feet. The dorsalis pedis 
and posterior tibial pulses were palpated, 
skin temperature and _ gradient, pallor, 
cyanosis, skin turgor, fat atrophy and hair 
distribution were noted. In evaluating the 
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an Outpatient 


Harold Rubenstein, Pod.D.* 
Arthur H. Dube, M.D.* 


Syracuse, N. Y 


neurological status, special attention was 
paid to the ankle and knee reflexes, vibra- 
tion sensation, proprioceptive response, 
deep pain, epicritic and temperature sensa- 
tions. The feet were also observed for 
general hygiene, hyperhidrosis or anhidrosis, 
excrescences, ‘bullae, abrasions, bacterial, 
yeast or fungal infections, and any nail 
changes. The feet were examined for evi- 
dence of deformity and mechanical mal.- 
function. The footgear and gait were also 
observed. In addition, the more interesting 
foot lesions were photographed. 

When indicated, patients were referred 
to one of the general or special clinics for 
further study and/or consultation. Follow- 
up foot care was performed either in this 
diabetic clinic or in the podiatry clinic 
which convened on a different day. 


Findings 

The average age of the patients in this 
survey group was 64. The mean duration 
of known diabetes was 6.6 years and the 
number of observations or treatments by 
the podiatrist averaged 4.8 per patient dur- 
ing this l-year period. Sixty-three of the 69 


*Department of Medicine, State University of New 
York Upstate Medical Center, Syracuse Dispensary. 
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patients observed were found to have in- 
cipient or long-standing foot problems. The 
directly observable pathologic findings are 
listed in Table I. 


TABLE | 
Foot Lesions Observed 
in 69 Diabetic Outpatients 


Bacterial infections 16 
Acute and subacute fungus infections — 11 
Bullae 4 
Corns 28 
Calluses 15 
Nail lesions (requiring care) 13 
Severe mechanical or arthritic deformity 13 
Poor hygiene 1] 
Severe anhidrosis 
Severe hyperhidrosis t 
Acute bursal involvement 3 
Fissures 7 
Ulcerations 19 


In an effort to determine the possible 
effect of “diabetic control” on vascular 
status, vibratory sensation and paresthesiae, 
each patient’s record was reviewed. Previ- 
ously reported standards? for estimating the 
degree of control were used. The results 
are summarized in Table II. 

Vascular and neurologic status did not 
appear related to the degree of control 
except that vibratory sensation was usually 
absent in those poorly regulated. 

A high incidence of vascular changes was 
noted. Twenty-five of 69 patients or 36% 
had complete absence of the dorsalis pedis 
and posterior tibial pulses. “Twenty-seven 
or 39% had a good vascular status and the 
remaining 25% had some degree of circula- 
tory embarrassment, such as the absence of 
one or more, but not all, of the pedal 
pulses. 

Complete absence of vibratory sensation 
was observed in 24 or 35%, while a normal 
vibratory sensation was seen in only 21 or 
30%. The remaining 35% showed some 
diminution of vibratory sensation. 


Three Representative Cases 
The following are illustrative cases, repre- 
senting the most common problems seen. 
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Case 1. Female, age 40, past history of 
osteomyelitis resulting in amputation ol 
the third metatarsal head and toe, left foot. 
When first seen, infected, deep-seated ulcera- 
tions were present plantar to the heads of 
the second and fourth metatarsals. The 
head of the fourth metatarsal was very 
prominent and subject to trauma. A 
previously applied metatarsal bar proved of 
little value. Local therapy consisted ol 
weekly debridement of necrotic tissue plus 
daily pHisohex foot soaks followed by appli- 
cation of a 1% aqueous gentian violet solu- 
tion, and dry sterile dressings. In addition, 
a special weight-dispersion insole was fabri- 
cated (Fig. 1, left) and a flat heel, broad 
blucher last oxford was prescribed. Figure 
1, right, shows the foot following many 
months of treatment. Rehabilitated, it 
allows normal ambulatory activities with- 
out signs of further breakdown. 


TABLE II 


Relationship of Diabetic Control* to 
Vascular and Neurologic Status of the Feet 


Diabetic Control 
Excellent Good Fair Poor Total 


Vascular status 
good 7 9 6 5 27 


Vascular status 


poor 6 ] 5 7 25 
Vibratory sensation: 
foot and ankle 
absent 8 5 4 ‘i 24 
Vibratory sensation: 
foot and ankle 
present and 
normal 8 8 21 
Paresthesias l l 3 | 6 
No. of Pts. in 
each control 
group 17 21 #18 «#11 
* Diabetic 
Control Fasting Blood Sugar Urinalysis 
Excellent 140 mg/100cc.orless 0 to 1+ 
Good 140 to 170 mg./100 cc. 0 to 2+ 
Fair 170 to 220 mg./100 cc. 0 to $4 
Poor 220 mg./100 cc. + 
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Fig. 
Case 1. Left—Before, and Right—After 
Several Months of Treatment. 


Case 2. An 80-year-old white female, 
with poor peripheral circulation and absent 
pedal vibratory sensation, had corns dorsal 
to the proximal interphalangeal articula- 
tions of the second and fourth toes, left 
foot, with underlying bursal involvement, 
all revealed in routine podiatry survey. 
Debridement uncovered a punched out 
pressure necrosis ulceration on the second 
toe. Mechanical debridement, medicinal 
therapy and protective removable shields, 
resulted in healing of the ulcer with no 
further breakdown. 

Case 3. A 61-year-old white married male 
who, when first seen, was not known to 
have diabetes mellitus. A draining ulcera- 
tion on the lateral surface of the left fourth 
toe had been treated previously with peni- 
cillin and foot soaks with little response. 
Referred to the podiatry clinic, exudate 
was cultured on bacterial and fungal media 
and X-rays were ordered. Culture revealed 
monilia yeast cells. X-ray showed under- 
lying osseous erosion. Urinalysis was nega- 
tive. Fasting blood sugar was 110 mg./100 
cc. Because of the slow healing wound and 
the presence of a monilia infection, a 
glucose tolerance test was ordered. The 
tolerance test demonstrated delayed return 
of the blood sugar to normal, characteristic 
of diabetes mellitus. Whereas the wound 
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had failed to show signs of healing for 2 
months, treatment with a low carbohydrate 
diet, Mycostatin®' orally, gentian violet 1% 
aqueous topically and a protective re- 
movable shield resulted in rapid closure of 
the sinus tract and eventual subsidence of 
deep sensitivity. 


Discussion 

A survey of 69 patients in an outpatient 
diabetic clinic revealed significant foot 
lesions previously unreported and/or un- 
recognized. Early observation and treat- 
ment of infections, pressure necrosis ulcera- 
tions, and other insidious foot problems 
resulted in uneventful and complete re- 
covery in most cases. Many of the in- 
dividuals in this survey group were long- 
standing diabetics, difficult to control, with 
advanced circulatory embarrassment and 
neurologic involvement. Despite these 
factors, only one in 69 developed serious 
foot involvement. This case concerned a 
16-year-old white widowed female with 
known diabetes of 10 years duration. 
Diabetes was complicated by severe obesity, 
weight being in the vicinity of 260 pounds 
and a fasting blood sugar in the 250-300 
mg./100 cc. range. Early neuropathy and 
circulatory embarrassment were evident; 
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there was also a history of recurrent ulcera- 
tions on the weight bearing areas of the right 
foot. The patient did not heed advice on 
her systemic diabetic status nor on her foot 
problems. Consequently, this lack of patient 
cooperation resulted in her return to the 
clinic with a deep fascial infection requir- 
ing hospitalization and surgical interven- 
tion. 

Many of the patients examined had 
knowledge of the complications that involve 
the feet of diabetics, but most did not know 
the basic rules of proper foot care. Hot 
water ‘bottles, heating pads, strong irritating 
medications such as commercial corn re- 
movers and iodine, razor blades, knives and 
scissors for the removal of skin excrescences, 
were initially in general use. Several in- 
dividuals who had fear of foot involvement, 
were using “alcohol” applications to keep 
the skin clean, resulting in anhidrosis, 
fissures and infection. Improper footgear 
was commonly noted. Routine, careful 
scrutinization of all diabetic feet, not only 
at hospital clinics, but also in private offices, 
will yield a high number of unsuspected 
foot lesions. Careful medical and podiatric 
care will reverse the pathologic process in 
most instances. Close contact between the 
supervising physician and podiatrist is of 
great aid. 


Summary 


This survey has revealed a 91.3% in- 
cidence of incipient or long-standing foot 
lesions in these diabetic patients. Either be- 
cause of neuropathic changes with dimin- 
ished sensation or a general disregard of foot 
hygiene, many infections, pressure necrosis 
ulcerations, inflammations, etc., apparently 
were not observed by the patient and 
brought to the attention of the doctor until 
che conditions were well advanced. No good 
correlation between the severity of vascular 
and neurologic impairment in the feet and 
diabetic control could be drawn. Those with 
poor control, however, were much more 
likely to have absent vibration sense. 

The importance of professional foot care 
in the diabetic has been stressed, as has been 
the need for close liaison between the 
physician and the podiatrist. 


709 E. Genesee St. 
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Erratum: 


The following was inadvertently omitted from “Painful Heel in a Professional 


Boxer,” J.A.P.A., pg. 425, June, 1961: 


“The author wishes to acknowledge that the use of the therapeutic and 
sympathetic ankle nerve block comes as a suggestion from Dr. Marvin Steinberg.” 
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Clinically Speaking 


A place for the more informal presentation of reminders, sug- 
gestions, notes, observations and technics of value in office prac- 
tice. Your contributions of short manuscripts or illustrative case 
histories will determine this section’s usefulness. 


Adenylic Acid Therapy for 
Mechanical Foot Problems by 
Varicose Veins 


Ralph E. Owens, D.S.C., F.A.C.F.S. 
Oklahoma City, Okla. 


PERIPHERAL vascular disease, as varicose 
veins and chronic thrombophlebitis, fre- 
quently complicate cases of mechanical foot 
problems that present themselves in) my 
office. Each case is carefully examined by 
palpating the deep calf veins (Meyers test), 
and the plantar structures are examined for 
plantar fasciitis, tendinitis, bursitis, and 
myositis at the attachment to the calcaneus. 
(Pain in the area of the calcaneus is often 
mistaken for pain associated with inferior 
calcaneal exostosis. Chronic strain of the 
plantar fascia causes subjective pain and 
tenderness on palpation of the plantar 
fascia. An exostosis may subsequently de- 
velop from the chronic strain. The actual 
diagnosis is inferior calcaneal fibrositis due 
to chronic foot imbalance.) 

Pain elicited by palpation of the deep 
calf vein usually indicates venous stasis of 
the lower extremity. Venous stasis impairs 
normal arterial-venous exchange. This re- 
sults in a stagnant hypoxemia. Tissue re- 
sistance is lowered, giving rise to various in- 
flammatory processes wth edema and foot 
congestion unilaterally, and occasionally 
bilaterally. 

Treatment of varicose veins varies with 
the degree of venous insufficiency. In un- 
complicated varicose veins, where there is 
little distension, and they do not descend 
much below the level of the knee, elastic 
stockings may suffice. With extension of the 
varicose disease, treatment becomes much 
more complicated. Other degenerative 
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disease conditions frequently are manifest 
with the varicose pathology. Management 
is primarily supportive and mechanical. 
This consists of pressure bandages, the 
Unna paste boot, balanced inlays to relieve 
plantar fascial strain, venous exercises such 
as elevation of the feet and legs, and con- 
trast baths. In more severe cases, oral and 
parenteral vasodilators may be indicated. 

I have found that My-B-Den®! (adenylic 
acid therapy) in the above conditions will 
relieve edema, inflammation, and pain re- 
sulting from thrombophlebitis ten- 
dinitis and even so-called “spur heel” pain. 
The usual patient response is: first, relief 
of pain; second, the return of function; 
third, subsidence of swelling; and fourth, 
disappearance of local tenderness. 

My-B-Den is adenosine-5-monophosphate 
(A;MP) in the form of its sodium salt. 
AMP is involved in cellular nutrition and 
energy transfer, basic to the function of 
living cells. The exact mechanism of the 
therapeutic benefits derived is not fully 
understood. It is felt that imbalances or 
deficiencies at the cellular level are cor- 
rected with its administration. Some of the 
therapeutic effect is due to the drug’s vasodi- 
lating action and its ability to reduce tissue 
edema and inflammation. 

I have found My-B-Den useful in po- 
diatry practice in treating congested feet 
due to varicose vein complications, edema, 
stasis dermatitis, pruritis and most of the 
other inflammations of the feet, especially 
those resulting from venous stasis. For me, 
it is a “must” on preoperative care of 
bunions and digital surgery if there is pain 
in the deep calf muscles. It hastens healing, 
and prevents edema, pruritis and dermatitis. 

100 mg. Sustained-Action My-B-Den intra- 


®1l Ames Co., Inc. 


729 


a 


muscularly every other day until a mini- 
mum of 10 injections have been given is 
suggested. Less severe cases may be given 
1 cc. of the 20 mg./cc. daily for 3 days and 
then on alternate days to total 10 injections. 
Sublingual tablets are also available for use 
when the patient is unable to meet the 
dosage schedule, but should not be used 
as a primary source of the medication. A 
114 inch 20 to 24 gauge needle is recom- 
mended for injecting into the upper and 
outer quadrant of the buttocks (gluteus 
maximus). The gelatine solution of the 
Sustained-Action My-B-Den must be warmed 
in warm water until completely fluid before 
use. 

After reduction of edema, inflammation 
and pruritis, therapy may be continued with 
Icc. of 20 mg./cc., reduced as symptoms 
and signs improve, to one or two injections 
per week. 

Medical contraindications to My-B-Den 
have not been reported. However, it should 
be mentioned that slight flushing, dizziness 
or palpitation may occur momentarily fol- 
lowing injection. This is probably due to 
the vasodilating effects of the drug when 
absorbed rapidly, but rarely occurs with 
Sustained-Action form. 


Summary 

Varicose veins and chronic thrombo- 
phlebitis are seen frequently in podiatry 
practice. These conditions usually are not 
the primary condition or chief complaint 
of the patient, but successful therapy of a 
mechanical foot problem many times de- 
pends on their recognition and treatment. 
Certainly, cure is not always attainable, 
but relief of symptoms and return of the 
limbs to useful function can be achieved. 
Varicose veins complicated by chronic 
thrombophlebitis are major indications for 
the use of My-B-Den. 


1700 Exchange Blvd. 
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An Unusually Large Mosaic Verruca 


Louis Penensick, Pod.D. 
Olean, N. Y. 


Tuis case is being submitted not because 
there is anything unusual about a mosaic 
verruca, but rather because of its unusual 
size. In this particular case, the illustration 
would be enough (Fig. 1.), but this case 


Fig. 1 
Giant Sized Mosaic Verruca 


unusual back- 
ground that might be of interest. Royal 
Montgomery, the well-known dermatologist, 
thinks that it is the worst case he has ever 
seen. 

The patient, who first came in 21 years 
ago, is a white female, 23 years of age. One 
outstanding fact immediately observed, 
aside from the skin lesion, was her very 
poor circulation. Her legs were covered 
with the scars of healed ulcers. The skin 
lesion covered the balls of both feet. The 
diagnosis of mosaic verruca was confirmed 
by ‘biopsy. 

Treatment consisted at first of the alter- 
nate use of a formaldehyde solution and 
salicylic acid ointment, along with Vitamin 
A orally. Results were rather slow, but 
after 3 months the patient was able to wear 
her dress shoes occasionally. 


also has somewhat of an 


~ 


VOL. 


51, No. 10, Journal of the American 


+ 
i 4 


About this time, the young lady required 
some minor surgery and her physician con- 
vinced her that he could cure the verruca 


much faster than we could. For the follow- 
ing 2 years the patient was shunted from 
one dermatologist to another with no re- 
sults. The sole culmination was a nervous 
breakdown, and the patient spent 3 months 
in a mental institution. 

Upon her discharge, the patient returned 
to our office once again. The lesion had 
spread to several toes on both feet, the 
heels and hands. At this point, we referred 
her to Dr. Montgomery who, in turn, had 
her return to our office with the recommen- 
dation that we use treatment similar to that 
used originally. The patient has now been 
treated for about 2 months and 
progress is noticeable. But what is more 
important, perhaps, is that the patient's 
mental attitude has improved considerably. 
116 North 2nd Street 
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Ewing’s Sarcoma— 
A Case Report 


Arnold W. Newman, D.S.C. 
Philadelphia, Pa. 


An 11-year-old girl was presented for 
examination in February, 1957, for an acute 
swelling due to injury. Questioning the 
mother elicited the information that 
“Harriet got her foot wedged between the 
bed and the wall while jumping on the 
bed last night.” There were about 2 days 
of pain and limping, after which the pain 
disappeared and the incident forgotten. 
The evening before the patient was brought 
in, she complained of swelling on the 
dorsum of the left foot which prompted 
the request for examination. 

Clinical examination revealed a sharply 
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defined “roundish” area of swelling, extend- 
ing from the first metatarsal to the fourth, 
laterally, and posteriorly from the heads 
to the bases of these metatarsal bones. This 
swelling was almost symmetrical on both 
dorsal and plantar surfaces of the foot. The 
right foot was examined and found to be 
normal in appearance. 

Palpation revealed the mass to be soft 
and painless. Plantar flexion of the fourth 
toe elicited mild pain. 

The left foot was X-rayed in the dorso- 
plantar, lateral and oblique positions with 
the right foot for comparison. The 
roentgenograms revealed a loss of trabecula- 
tion along the shaft of the fourth metatarsal 
bone and a peculiar ‘‘pock marked” appear- 
ance. The patient was referred to an 
orthopedist for consultation. The patient 
was hospitalized, another series of X-rays 
were taken and a guarded diagnosis of 
tumor was made. After another consulta- 
tion with a second orthopedist the diagnosis 
of tumor was confirmed and it was decided 
to operate. 

On March 13, 1957, the patient was 
operated upon with this reporter assisting. 
After retraction of the solt 
tissues, the lesion was observed as a dirty- 
looking grayish non-encapsulated mass en- 
circling the fourth metatarsal bone like a 
doughnut with a tail-like projection extend- 
ing posteriorly and laterally to the lateral 
cuneiform. This was dissected free. The 
fourth metatarsal bone had a “‘moth eaten” 
appearance, was disarticulated and removed, 
leaving the fourth toe intact. The metatarsal 
bone and tumor mass were prepared for 
analysis. The pathologist reported the 
analysis as Ewing’s sarcoma. After 48 hours 
the patient had complete skeletal X-rays 
which were negative. In 14 days she was 
discharged from the hospital and was then 
given a series of 12 weekly X-ray therapy 
treatments with about a month intervening 
between the scries. 


incision and 


The patient has been under constant 
observation by this since her 
surgery. She has had skeletal X-ray exami- 
nations and complete blood studies every 


reporter 
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months. 


normal 


6 She has followed a 
routine and has developed normally, physi- 
cally. With the exception of the fourth toe, 
her left foot has developed normally. 

On May 4, 1961, she was brought into 
the office with a history of acute pain on 
the lateral surface of the calcaneus of the 
left foot. There was no history of trauma. 
Palpation of the area was exquisitely pain- 
ful. There was thickening of the soft tissuc 
extending from the insertion of the Achillis 
tendon distally to the anterior border of the 
calcaneus. Also observed was a thickening 
of the soft tissue at the medio-planter aspect 
of the bone and along the course of the 
shaft of the first metatarsal bone. In view 
of the previous history, she was immediately 
referred to the roentgenologist who had 
taken her previous X-rays. The 
follows: 


report 


“The left calcaneus has practically lost its trabec- 
ular pattern and is replaced by a spotty sclerosis. 
Overlying this dense appearance are small, irreg- 
ular unequal cysts. Most of the calcaneus is 
involved. The posterior epiphysis is spared. The 
other bones, joints and epiphyses of the feet and 
ankles remain unchanged from previous exam- 
inations. 


CONCLUSIONS 

There is a dense sclerotic infiltration of the left 
calcaneus. The nature of the lesion is not clear 
from the film. However, in view of an earlier 


diagnosis of Ewing’s, metastasis must be the first 
consideration.” 


The patient was admitted into Wolffe 
Hospital on May 6 and her chest X-rayed. 
This was negative for pathology. On May 
8 she was operated on. The lateral surface 
of the left calcaneus was exposed and 
samples of cancellous bone were removed 


In contradistinction to the 
report of the roentgenologist of sclerosis, 
the samples of bone removed were very soft 
and gave little resistance to the gouge. 
Although a cuff had ‘been applied to the 
thigh for a bloodless field at a pressure of 
160, there was profuse bleeding which had 
to be controlled with the insertion of Gel- 
foam,®" an indication in itself of morbid 
pathology. The wound was closed with 
chromic and skin sutures and a knee-length 
cast applied. Recovery from surgery was 
uneventful. 

On May 18, 1961, the pathologist re- 
ported “metastasis of Ewing’s tumor to the 
After a conference with the 
surgeon and the parents, it was decided not 
to amputate. In view of the fact that 
metastasis had already occurred remote 
from the primary lesion, it was probably 
elsewhere in the skeletal system. 

The patient will now have complete 
Skeletal X-rays and will receive X-ray 
therapy wherever secondary lesions are dis- 
covered. She will have complete skeletal 
X-ray diagnosis at frequent intervals and 
therapy where necessary. 

Prognosis is poor, with a life expectancy 
of from 1 to 5 years. 


for analysis. 


calcaneus.” 


Summary 

A case of Ewing’s sarcoma has been re- 
ported with metastasis of the primary lesion 
after almost 4 years of apparent freedom 
from secondary involvement. 
5411 Chester Avenue 
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Pedestrians crossing the street didn’t make it on more than 170,000 occasions 


during 1960. We wonder if those with 
feet had been in good condition. 


732 


foot trouble might have made it if their 
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President’s Message 


Podiatry-Chiropody Education Is a Priority—Let’s Safeguard 
and Secure It by Investing in Its Future Now! 


Over the years we, in our profession, have earned the respect and 


trust of our fellow man, including many in our allied professions. 
Such trust carries with it the burden of responsibilities. One of the 
gravest of these, outside of his daily professional duties, is the podia- 
trist’s obligation to his profession. 

Perhaps, because of increased demands of modern practice, many 
of our colleagues have become so engrossed to the point of excluding 
other vital interests that they become intellectually separated or cut 
off from society. More consequential is the almost unavoidable result 
in a growing misunderstanding and distrust on the part of the general public and loss 
to society. It is important, therefore, that this incline be transposed. 

In the light of existing conditions within our educational institutions, our podia- 
trists have a common understanding and interest in their unique status to serve as 
ambassadors of good will and a powerful influence upon the progress of podiatry- 
chiropody education. 

Born out of the challenging needs and competition with other healing arts and voca- 
tions, the “Fund for the Advancement of Podiatry-Chiropody Education” was founded 3 
years ago. An appeal initiated the solicitation of funds from our practicing colleagues to 
support the upgrading of our educational institutions either through direct contribu- 
tions to these colleges or by donations to the Fund. 

The Fund offers our colleagues little in the ‘way of financial remuneration. Instead, 
they receive the satisfaction of knowing they have contributed immeasurably for the 
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good and welfare of our growing profession. The Fund is a project involving national 
cooperation across the country on a “colleague to colleague” basis, more or less. 


Current competition in most fields of professional endeavor is a powerful force and 
challenge to podiatry. Concerted efforts to upgrade our educational institutions through 
modern facilities and teaching techniques, and expanding knowledge and skills, has a 
broadened impact effective in student enlistment. But even more meaningful is the 
ability to diagnose, treat and meet the needs and demands of the nation’s foot health. 

Your cooperation ‘and generosity will long be remembered in fulfilling vital needs— 
helping our colleges to help themselves—leading to better understanding and increased 
respect throughout our profession and the general public. It will inevitably punctuate 
the fact that we as colleagues, acting on our own, are seriously concerned about the 
welfare of our colleges and are earnestly initiating POSITIVE ACTION to meet our 
objectives. 

We believe these “colleague to colleague’ contacts will continue progressively to 
strengthen, safeguard and maintain increasing skills and knowledge to a point where 
growth in student enlistment will REACH and BREAK an all-time record. For col- 
leagues, like ourselves, this indeed is payment enough. 


Rosert SHor, D.S.C. 


Are Two Years of Pre-Podiatry Necessary ? 


The most significant feature of our recent annual meeting was the receiving of the re- 
port of the Special Commission on the Status of Podiatry Education. Few of us have yet 
“digested” all of its recommendations. One of its recommendations is that we should work 
toward requiring a minimum of 60 semester hours credit towards a baccalaureate degree, 
as a pre-podiatry prerequisite for admission to a college of podiatry. The Commission 

does not suggest how soon this should be accomplished. 

This question has been under consideration by the Council on Education of the Ameri- 
can Podiatry Association which has been recommending this 2-year pre-podiatry mini- 
mum for some years. “he Council’s report to, and acceptance by, our 1961 House of Dele- 
gates, sets the fall of 1964 as the time when all schools shall require this. Two of our 
colleges have had this requirement for a number of years. 

Some of our colleagues wonder if this is not asking too much of the student desiring 
to enter our schools, They point out that some medical schools are admitting some students 
with only 2 years pre-medicine. A “Letter to the Editor,” published elsewhere in this is- 
sue (page 749), presents this viewpoint. The point is made that medicine is doing this 
because shortening the length of time of training will increase the number of applicants 
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for entrance into medical schools. So they ask, “Why is it necessary for us to increase 
our pre-requirements?” 

Before attempting an answer, it is necessary to recognize several things. First of all, the 
special 2-year pre-medical prerequisite is being offered to only a few selected, really top- 
notch students. And these students must make up their deficiencies in the humanities 
and social sciences while pursuing their medical studies. 

Secondly, this question assumes that the major reason for the drop in enrollment in 
podiatry colleges (and in all the health sciences) is due to the length of the course of study. 
A recent paper on “Recruitment of Dental Students”! suggests at least four other reasons. 
Paraphrased for podiatry, these are: 

1. The fairly recent increased emphasis on the physical sciences. 

2. Financial investment necessary in preparing for podiatry. 

3. Inadequate communication between podiatry and those influential in vocational 
guidance. 

4. Indifference of the practicing podiatrist. 

Also, at least one of our schools has been increasing its enrollment since requiring 2 
years pre-podiatry. It may be also significant that the podiatrists? with pre-podiatry train- 
ing average 2.4 years of such training. 

Now to our question. 


Most of us are aware of the great concern in the nation for all facets of education. Many 
educators contend that today it takes 2 years of college to bring the individual up to the 
level of what used to be considered a good high school education. Advances in medical 
sciences require a greater understanding and, if our colleges are to impart to our students 
the necessary knowledges and skills, the student must bring with him the necessary educa- 
tional experiences which are almost impossible to acquire in less than 2 years of college 
work. 

But perhaps as important, if not more important, is the fact that the individual, after 
graduation, embarks on a career requiring him to accept the role of a professional per- 
son. He must be able to communicate with his patient, his community, his profession 
and other professions and groups. He must be prepared to participate in, and perhaps, 
accept a leadership role in community affairs. And who else but he can contribute to 
and provide leadership in his own chosen profession! 

Nothing less than 2 years of pre-podiatry can provide him basic information in the 
physical and biological sciences so that he can acquire in our colleges the necessary skills, 
knowledges and judgment. Nothing less than 2 years of pre-podiatry can provide him the 
basic knowledge from the humanities and the social sciences, nurtured and utilized while 
in podiatry college, that will enable him to accept his role in society as a professional 
person. 


1. Randolph, Kenneth V.: Recruitment of Dental Students—The Problems and Some Solu- 
tions, Journal of Dental Education, Vol. 25, No. 3, p. 203, Sept. 1961. 

2. Egerter, B. C.: A Report of the Statistical Survey, J.A.P.A., Vol. 50, No. 10, pp. 824-828, 
Oct. 1960. 
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Pharmaceutical Preparations for the Profession 


Harry L. Hoffman, Ph.G., D.S.C. 


Chairman, Council on Podiatry, Therapeutics and Pharmacy 


A column devoted to preparations, new and old, with emphasis 
on their value and uses in everyday podiatry practice. This is 
a regular monthly column prepared from information furnished 
by the pharmaceutical house. We invite questions, which we 
shall endeavor to answer, or obtain the answer. 


The following item is reprinted from 
the August issue of the Journal of the 
American Podiatry Association, pg. 585, 
due to misspelling of product name, 
“Surgicel Absorbable Hemostat.” 


Surgicel Absorbable Hemostat 

Description: Alpha-cellulose in the form 
of the purest cotton linters is the basic mate- 
rial. This alpha-cellulose is converted, in an 
alkaline organic solvent, to a viscose which 
is then forced through spinerettes into a 
coagulating bath, where the material is re- 
generated in the form of pure uniform fila- 
ments, and, at the same time, undesirable 
by-products are separated and removed. 
The filaments of the pure regenerated cellu- 
lose are then spun into threads and knitted 
into gauze. The regenerated cellulose now 
possesses an important feature not found in 
natural cotton fibre: a marked uniformity 
of chemical, molecular and physical struc- 
ture. 

This oxidation step modifies the basic 
cellulose molecule by converting a primary 
alcoho! radical to a carboxyl group. The 
resultant final structure is the molecular 
unit of oxidized regenerated cellulose. It is 
therefore the combination of regeneration 
and oxidation of chemically pure cellulose 
which gives the product its unique proper- 
ties and differentiates it from other available 
hemostatic agents. 

Advantages: (1) It does not depend on 
normal clotting mechanism of the body. 
Hemostasis begins immediately and is com- 
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plete in 2 or 3 minutes. (2) This is a ver- 
satile product and can be used in any type 
of surgery. (3) After serving its purpose, it 
is completely absorbed in the blood stream. 
No tissue reaction has been reported or 
observed. 

Clinical Advantages: Chemical and _bio- 
logical uniformity assures dependable per- 
formance. This dependable hemostat does 
not fragment and may easily be sutured in 
place if necessary. It conforms readily to 
irregular contours. It readily adheres to 
oozing-weeping surfaces but not to gloves 
or instruments. It is promptly absorbed 
with minimum tissue reaction. It is effec- 
tive on epithelializing surfaces and surface 
wounds. According to our available data, 
there is no instance of intolerance or sensi- 
tivity in hundreds of cases, 

Uses in Our Field: Orthopedic surgery, 
treatment of traumatic wounds and many 
types of major surgery. 

Supply: In many sizes, but 2” x 3” in 3 
glass vials to a carton. The aforementioned 
size most suitable for small weeping areas, 
minor surgery and for office use. By John- 
son and Johnson, New Brunswick, N. J. 


Desitin HC Ointment with 
Hydrocortisone 1°, 

Description: Desitin HC Ointment with 
Hydrocortisone provides 1% hydrocortisone 
(as the alcohol) added to the well known 
Desitin Ointment formula of high grade 
Norwegian cod liver oil (with its unsatur- 
ated fatty acids and Vitamins A and D) zinc 
oxide, talcum, petrolatum and lanolin. 
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Action and Uses: Anti-inflammatory, anti- 
pruritic, anti-allergic, indicated to relieve 
inflammation, itching and edema, protect 
and lubricate the skin, and to aid in healing. 
Eczematoid dermatitis, also useful as an ap- 
plication in contact dermatitis (poison ivy, 
oak, chemical irritants), stasis dermatitis, ex- 
ternal ulcers. 

Application: Apply a small quantity on 
the affected skin 2 to 4 times daily, using 
gauze dressings when necessary. 

Precautions; As with other topical anti- 
inflammatory steroids, do not apply to tuber- 
culosis of the skin. If infection is present or 
develops do not use ointment until infection 
is controlled by adequate antibacterial ther- 
apy. This is a prescription item only. 

Supply: In tubes of 14 and 1 oz. By Desi- 
tin Chemical Company, 812 Branch Ave., 
Providence 4, R. I. 


ay: 


Tashan Cream 


Antipruritic; Protective 


Description: kach Gram contains d-Pan- 
thenol 50 mgm., Vitamin A 10,000 U.S.P. 
units, Vitamin D 1,000 U.S.P. units and 
Vitamin E 5 mg. All this in a vanishing 
cream base. 

Action and Uses: For relief of irritation, 
pain, itching in a variety of skin disorders 
such as sunburn, prickly heat, poison ivy, 
minor burns, dry skin and fissures and insect 
bites. 

Administration: Topically. Apply a thin 
layer to aflected area. 

Supply: In 1 oz. tubes and pound jars. By 
Roche Laboratories, Kingsland Road, Nut- 
ley 10, N. J. 


Correction: 


The following Scientific Exhibit Award was inadvertently omitted from the 
Preliminary Report, 1961 Annual Meeting, published on page 666 of the 


September issue of the Journal: 


“1. Individual—Class B 


(unsupported): Gold—Marvin W. Shapiro, D.S.C., 


Toledo, Ohio, for his exhibit, ‘Diagnosis and Office Management of a Few 


Common Foot Problems.’ ” 
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Digests From The Literature 


Anyone wishing to read the complete article, if not available 
in your local library, may borrow it through interlibrary loan. 
A microfilm may be borrowed from the National Medical Li- 


brary, Washington 


25, D. C., or a photo-duplication may be 


obtained from that library. 


Dermatology 


Treatment of Dermatomycoses with Gris- 
eofulvin: A Second Report Based on 155 
Cases, V. Pardo-Castello. Arch. Derm. 81: 
772-75, 1960. 

Local treatment with griseofulvin, this 
author states, is the therapy of choice in 
cases of tinea capitis, onychomycoses, tinea 
cruris, and tinea pedis, but treatment must 
be continued for a considerable time to pre- 
vent relapses and reinfections. Treatment 
of 155 cases of superficial mycoses in 115 
patients with griseofulvin produced excel- 
lent results. 

Recurrent Lymphangitis of the Leg Asso- 
ciated with Dermatophytosis: Report of 25 
Consecutive Cases, Young, J. R., and de- 
Wolfe, V. G., Cleveland Clin. Quart. 27: 
19-24, 1960. 

Lymphangitis leads to thrombosis and 
occlusion of lymph vessels. Inflammation 
causes excessive accumulation of proteins 
in the interstitial fluid which, stored up, 
impedes lymph flow and further storage of 
proteins. The result is growth of fibroblasts 
and production of scarring of subcutaneous 
tissue. This can be prevented by early di- 
agnosis and treatment. Any small break in 
the skin may provide a portal of entry for 
bacteria in cases of lymphangitis. Derma- 
tophytosis with moist, warm, macerated skin 
and fissures between the toes provides an 
ideal portal of entry for bacteria causing 
repeated attacks. In some cases streptococci 
have been isolated from fissures. 

Recurrent lymphangitis in 25 patients 
was treated over a 10-year period. These 
patients all had proven dermatophytosis. 
Onset is sudden in these cases, severe symp- 
toms develop within a few hours, pain 
becoming acute, attended by shaking chills 
and fever up to 106°F, lasting for a few 
hours to 3 days and often accompanied by 
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malaise, headache, nausea and vomiting. 
A small red area on the leg soon spreads 
over the extremity which is swollen and 
tender. The attack may last from 4 to 14 
days, but the swelling persists until clini- 
cal signs of acute inflammation disappear. 
Attacks may recur once a week or several 
months apart. The 25 patients had 2 to 32 
attacks in 1 to 30 years. One patient had 
30 attacks within 3 years. With each attack, 
edema becomes worse until eventually it 
becomes irreversible. Of 20 patients fol- 
lowed up, 15 reported no further attacks, 
5 continued to have attacks. All still had 
dermatophytosis. The disease is frequently 
misdiagnosed. Sixteen patients who had 
been previously examined elsewhere had 
received a diagnosis of thrombophlebitis or 
recurrent thrombophlebitis; 3 had a diag- 
nosis of cellulitis; 2 rheumatic fever, and 
1 osteomyelitis. 

Acute lymphangitis attacks often sub- 
side spontaneously in 4 to 14 days. Dra- 
matic response within 1 to 3 days may 
follow treatment with penicillin or other 
antibiotics. Bed rest, elevation of the af- 
fected extremity, and application of warm, 
moist packs are helpful. Edema of the limb 
should be controlled as far as possible. A 
well-fitted elastic stocking is helpful if worn 
whenever the patient is up and about. A 
course of diuretics may be necessary. Re- 
sistant edema is treated by pneumatic mas- 
sage and precise fitting with a pre-stressed 
elastic sheath as needed. All sources of in- 
fection must be eradicated. An ointment of 
undecylenic acid is applied twice a day 
until the infection is cleared and then once 
a week; a powder containing the same 
agents is dusted into shoes and stockings 
three times a week. Drying between the 
toes after bathing, and wearing of clean 
stockings daily should be advised for an 
indefinite period. Resistant cases, especially 
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in patients with onychomycosis, should be 
treated with the antifungal griseofulvin. 


Treatment of Some Dermatoses by Local 
Injection of Vitamin A: Histologic Effect 
on Human Epidermis; Effective Treatment 
of Warts, Klauder, J. V. Arch. Derm. 81: 
253-59, 1960. 


A synthetic vitamin A palmitate solution 
(Keramin), containing 50,000 U.S.P. units 
per cc., when injected into normal skin, pro- 
duced hypertrophy of the epidermal cellu- 
lar layers by reducing the thickness of the 
corneum. The vitamin was injected in 
treatment of various cutaneous lesions, the 
amount varying with the size of the lesion, 
ranging from 0.1 to 0.4 cc. injected at one 
site, to a total of 1.0 cc. in three to four 
injections at different sites. The patients re- 
ceived injections once or twice weekly, or 
every 5 days. A local reaction of short dura- 
tion occurred in 4 of the 31 patients with 
plantar warts, a redness and swelling with 
or without bleb formation. Subsequent in- 
jections given these four patients brought 
no reaction, indicating it was a non-allergic 
reaction. No systemic adverse reactions oc- 
curred in any patient. A dark puncta, of 
hemorrhagic origin, preceded disappear- 
ance of the wart—a distinctive reaction of 
plantar warts observed after oral adminis- 
tration of vitamin A. The same treatment 
applied to finger warts produced little effect. 
Possibly different viruses may be involved in 
finger and plantar warts. 

The plantar warts of 30 patients out of 
31 treated disappeared after two injections 
in small warts and 4 to 5 in larger or mul- 
tiple warts. One young woman required 13 
injections over a 5-month period in treat- 
ment of solitary and confluent clusters of 
warts on the heel and sole. Introduction of 
a control solution into plantar warts had 
no effect. Senile keratoses (7 cases), ery- 
thematoid benign epitheliomas (6 cases), 
and calluses (2 cases) responded to treat- 
ment, but recurred. No effect was produced 
on sebaceous warts (4 patients with | or 2 
lesions), psoriasis (1 patient), thickened 
lichenified eczema (1 patient), and leuko- 
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plakia (1 patient). Keloids in 4 patients 
and scars in 2 patients, although they soft- 
ened and became lower, and therefore less 
sensitive to traction and less tender, were 
not otherwise benefited. 


Diabetes 

Protecting the Diabetic Foot — Triple 
Threat, Lowrie, W. A. American Acad. 
Gen. Pract., 11th Ann, Sci. Conf., San Fran- 
cisco, April 6, 1959, pp. 91-92. 

The triple threat to the diabetic is 
arteriosclerosis with its attending poor cir- 
culation, neuropathy producing poor sen- 
sation, and a proneness to infection. Dia- 
betic symptoms usually occur first in the 
foot. Serious consequences can _ follow 
minor injuries to the foot—those caused by 
sharp objects used in trimming calluses, 
pin pricks, tacks penetrating slippers, and 
shoe nails. Tearing the skin on removal of 
adhesive tape or while pulling off dead 
skin is another minor but dangerous injury. 
A third type is that of pressure injuries re- 
sulting from new shoes which produce 
blisters, ill fitting shoes, torn shoe linings, 
holes in the stockings, foreign bodies in the 
shoe, and bruises received when barefooted, 
which can lead to hematoma and _ necrosis. 
Thermal injuries can be caused by various 
objects such as hot water bottles, heating 
pads or spilling of liquids on the foot 
(grease, tea, soup), or hot baths; also, such 
agents as tincture of iodine, corn plasters, 
salicylic acid and oil ointments. 

All diabetic patients should be instructed 
in hygiene and proper care of the foot. 
They should be continually reminded of 
this need, and especially when neuritis or 
impaired circulation becomes evident, and 
repeated cautions should be given against 
incurring minor injuries. 


Drugs 
Physiochemical Basis of the Buffered Ace- 
tylsalicylic Acid Controversy, Levy, G., and 
Hayes, B. A. New England J. Med. 262: 
1053-58, 1960. 
Gastrointestinal irritation following the 
usual therapeutic doses of acetylsalicylic 
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acid used to relieve minor pain is produced 


by the solid acetylsalicylic acid particles in 
contact with the gastric mucosa. “Uhe larger 
loses, as used in treatment of rheumatic 
fever and arthritis, can cause both central 
and local side effects. The incidence of 
gastric side effects and the rate of absorp- 
tion are controlled by a chemical factor: 
the rate of solution. The different brands 
of plain tablets being distributed show sig- 
nificant differences in their dissolution rate. 
‘These differences may account for some of 
the conflicting clinical reports regarding 
relative advantages of plain and buffered 
tablets. 

Any positive advantage a buffered prod- 
uct may have must be a reduction of local 
irritation rather than the central effect of 
acetylsalicylic acid. The small amount of 
antiacid contained in the commercial buf- 
fered agent cannot affect the pH of the 
gastric fluids, When laboratory tests were 
made of six different brands of plain acetyl- 
salicylic acid tablets, one brand of the 
buffered drug, and one brand of calcium 
acetylsalicylate carbamide complex, no sig- 
nificant differences were noted between two 
different lots of each product. However, a 
marked variation in solution rates was ob- 
served in the products. Clinically notice- 
able differences between two products be- 
come apparent when there are pronounced 
differences in the dissolution characteristics 
of the two products. The brand of calcium 
acetylsalicylic acid which was tested dis- 
solved at a faster rate than all the others, 
because the solution rate of sodium or cal- 
cium salt of weak acids, such as acetylsali- 
cylic acid in liquid mediums, is much 
greater than that of free acid. Buffering 
agents can increase the solution rate of a 
weak acid, to a lesser extent, by providing 
an environment in which the weak acid 
would be somewhat more soluble. 

The time required for a tablet to disin- 
tegrate is the time required by the tablet 
to fall apart into small particles, not the 
time required for the drug to go into solu- 
tion. For example, a drug may leach 
through a tablet’s coating, causing it to 
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persist for some time in the gastrointestinal 
tract, whereas a capsule dissolves quickly 
and releases a fine powder which presents 
a large surface and rapidly dissolves, so that 
the drug is removed by absorption from the 
gastrointestinal tract. 

The mode of administration is even more 
important than the physical form of the 
dose. If the drug is administered in solu- 
tion, or as a fine powder in sufficient water, 
and only after meals when the gastric 
mucosa is protected by food, minimal local 
irritation should be expected. Conversely, 
acetylsalicylic acid swallowed in the form 
of a whole tablet on an empty stomach and 
without fluids is almost certain to produce 
serious mucosal irritation and delayed 
absorption. 


Musculoskeletal Disorders 


Disabilities of the Feet and the Need for 
Chiropody, Exton-Smith, A. N. Brit. J. 
Clin. Pract. 14: 593-97, 1960. 


Improvement in the physical and mental 
well-being of the aged can be provided by 
proper care of the feet. Neglected, painful 
feet are a common cause of limitation of 
movement and curtailment of everyday 
activities. A survey has indicated that foot 
disabilities rank fourth among the common 
causes of disablement of the aged. They 
occur in the following order: ingrowing 
toenail, flat foot, hallux valgus, bunions 
and corns, arthritis, onychogryphosis, plan- 
tar warts and hammer toe. They are more 
common and more disabling in women than 
in men. Most of the lesions are minor in 
nature and within the scope of chiropody. 

These disabilities are largely due to long- 
continued wearing of ill-fitting and unsuit- 
able shoes, beginning with schoolgirls, and 
to degenerative changes in the tissues in old 
age. Abnormal pressure and irritation cause 
loss of fatty tissues padding bony promi- 
nences, especially those of the plantar sur- 
face under the metatarsal heads. Hyper- 
trophy of the superficial layers of skin leads 
to formation of horny masses over the pres- 
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sure areas, and causes pain when walking 
or standing. Degenerative changes in the 
nails, together with trauma from. shoes, 
cause onychauxis; unless treated, onycho- 
gryphosis may develop. 

In a group of 120 patients with 224 le- 
sions, the most common disorders were claw- 
ing of the toes over the flexed midphalan- 
geal joints where the upper surface of the 
shoe presses on the skin; onychauxis and 
deformity of the nails following injury to 
the nail matrix, and callosities under the 
heads of the metatarsals on the plantar sur- 
face of the feet. Many of these lesions re- 
sulted from lack of foot care. Of these aged 
patients treated by chiropodists, only two 
were able to care for their own feet, be- 
cause of arthritis of the hips, knees or spine, 
difficulty in bending, or because of obesity, 
defective vision, sepsis of the foot, or tremor 
of the hand. 

Individuals with deformities of the feet 
should have orthopedic correction of bone 
defects before reaching the age of sixty. 
Skin and nail conditions arising secondary 
to degenerative changes should be treated. 
Therapy in the aged is only palliative. 
These persons need regular attention from 
a chiropodist at intervals of 6 to 8 weeks 
for the rest of their lives. Callosities and 
corns should be reduced to a painless stage, 
and a protective and insulating dressing 
should be applied to relieve pressure on 
those areas. Nails should be reduced in 
bulk and smoothed, and exfoliative tissue 
in the nail grooves removed. Skilled atten- 
tion is necessary for aged patients with oc- 
clusive arterial disease and those with dia- 
betes, Diabetic clinics in most hospitals 
have special facilities for chiropodic care 
of the feet of the elderly. 

The National Corporation for Care of 
Old People (England) recommended that 
treatment be provided at private surgeries 
of chiropodists under the supervision of the 
Executive Councils of the National Health 
Service. The Corporation calculated that 
approximately 2,100 chiropodists could 
treat at 8-week intervals the 20 per cent of 
the aged population expected to need chi- 
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ropody. Before this plan can be adopted, 
a closer liaison between chiropodists and 
members of the medical profession (as in 
diabetic clinics) will be necessary, and 
closer association with the orthopedic de- 
partments for treatment of bone deformi- 
ties, to prevent development of skin dis- 


orders. 


Tonic Reflexes of the Foot: Their Ortho- 
pedic Significance in Normal Children and 
in Children with Cerebral Palsy, Duncan, 


W. R. J. Bone & Joint Surg. 42.4: 859-68, 
1960. 
Four tonic reflexes of the foot can be 


elicited over a broad area by stimulation 
of the skin of the foot at birth; normally 
they gradually disappear in the first years 
of life. If they persist, the reflex movements 
eventually cause the involved structures to 
assume the distorted attitude permanently. 
Such a deformity occurs commonly in pa- 
tients with cerebral palsy and may occw 
in normal infants during the first years. 
Recognition and management require an 
understanding of the reflexes and the path- 
way of the reflex arc. 

The reflex movements require coordi- 
nated participation of several muscles. 
(1) The toe-grasping reflex follows stimu- 
lation of the ball of the foot near the base 
of the second and third toes, causing flexion 
The inver- 
sion reflex, following stimulation of the 
medial border of the foot 
of the first metatarsal, produces tonic in- 
version of the foot, usually deviating the 
toes toward the medial border of the foot. 
The prime movers seem to be the anterior 
and posterior muscles. (3) 


and adduction of the toes. (2) 


near the head 


‘The eversion 
stimulation of the lateral 
border of the foot over the head of the 
fifth metatarsal and the base of the little 
toe, producing eversion of the foot, with 
muscular activity occurring in the perone- 
als. ‘The 


reflex follows 


out toward the 
(4) The dorsi- 
flexion reflex, following stimulation of the 
central portion of the plantar surface of 


toes often fan 
lateral border of the foot. 


= 


the heel, causes dorsiflexion of the foot, 
the extensors of the toes often participat- 
ing. The prime mover is the tibialis an- 
terior. 


Observations are reported of 50 normal 
children and 8 patients with spinal para- 
plegia (5 were adults). In children with 
cerebral palsy the reflexogenous area some- 
times spreads over the entire foot. Since 
disappearance of these tonic reflexes seems 
related to a suppressive effect of the matur- 
ing central nervous system, testing of the 
duration of the reflex movements at any 
age should provide an index to the matura- 
tion of this system. ‘The deforming poten- 
tial seems to arise from dominance of a 
single reflex, which when triggered by en- 
vironmental stimuli distorts the foot re- 
peatedly until eventually the abnormal 
position becomes fixed. 

When serial testing with a vibrator in- 
dicates no lessening in duration and _ in- 
tensity of the deforming reflex, artificial 
suppression of the reflex may seem desir- 
able. Three methods are described: (1) Tem- 
porary interruption by blocking the reflex- 
ogenous area by use of ethyl chloride spray 
or by procaine infiltration; (2) counter- 
stimulation of a reflex which is antagonistic 
to the deforming reflex; (3) altering the 
tonic reflex by tenotomy of the prime 
mover. It may be that during the imme- 
diate postoperative period, while the prime 
mover is temporarily ineffective, the supra- 
spinal center establishes suppressive con- 
trol. 


These well-arranged tonic reflexes ap- 
pear to facilitate balancing in stance and 
gait. These slow reflex movements may be 
a summation of many instantaneous re- 
flexes, which are distally located trigger 
mechanisms that initiate balancing reac- 
tions. 


Treatment of Disease or Trauma of 
Muscles and Joints, Ernst, E. M. Pennsyl- 
vania Med. J. 63: 708-11, 1960. 


Satisfactory clinical improvement can be 
obtained in patients having acute or 
chronic inflammatory conditions of the 
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muscles and joints by administration of 
very low doses of an adrenal steroid, in 
combination with other antirheumatic 
agents. Delenar®!, a combination of dexa- 
methasone, orphenadrine hydrochloride, 
and aluminum aspirin given to 52 patients, 
most of whom had muscle spasm and lim- 
itation of functional ability in the affected 
extremities, provided either complete re- 
lief or major improvement, usually within 
one week, in all but 3 patients—one patient 
with arthritis and two with lumbosacral 
strain. Patients with chronic, reasonably 
well-controlled rheumatic arthritis were 
not included in this study. 


The initial dosage was one to two tablets 
four times a day, according to the severity 
of the symptoms. ‘The dose was cut in half 
as relief of symptoms began. When maxi- 
mal relief was obtained, the drug was dis- 
continued, The average duration of ad- 
ministration was | week; the maximum was 
3 weeks. Except for 2 patients who received 
ultrasonic diathermy, the patients received 
no other antirheumatic therapy. Delenar 
proved more effective than a combination 
of prednisolone and meprobromate pre- 
viously given 4 patients, and more effective 
than salicylates given 2 patients. Adverse 
side effects did not follow Delenar therapy, 
since only | to 2 mg. were administered 
daily. Such after effects arise only when at 
least 6 mg. are given daily. 


®'Schering 


Recurrent Subluxation of the Ankle 
Joint, Stonham, F. V. Med. J. Australia 1: 
44-45, 1960. 


In cases of recurrent subluxation of the 
ankle joint, the talus on palpation over 
the front part of the joint seems tilted on 
inversion, and may move forward. Radio- 
graphic study shows inward rotation of the 
talus on forced inversion, and often an 
avulsion of the tip of the lateral malleolus. 
Anesthesia may be necessary if the ankle 
is very painful, in order to obtain sufficient 
inversion to demonstrate the tilting of the 
talus. This condition occurs chiefly in sub- 
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luxation of the talus, a common occurrence 
in women. A lateral giving away, produced 
by high or worn heels, can cause recurrent 
sprain of the lateral collateral ligament. 
Injury of this ligament should be consid- 
ered in all inversion injuries, and the ankle 
radiologically examined for undue mobility 
of the talus. Treatment consists of immo- 
bilization of the foot in plaster, continued 
until severe pain and tenderness are gone. 

The instability in cases of less severity 
and frequency is treated by fitting the pa- 
tient with boots with the heel splayed or 
“floated” laterally and strongly reinforced 
with nails to limit wear. Surgery is advised 
when the instability can be controlled only 
with an iron. Physiotherapy, manipulation, 
and exercises to strengthen the peroneal 
muscle fail to help. A simple, rapid tenode- 
sis is described which will control the in- 
stability completely and prevent recurrence. 

A 6-inch incision is made, parallel with 
the peroneus brevis tendon 1 cm. behind 
it, and the skin and subcutaneous tissues 
anterior to the tendon reflected forward, 
exposing the fibula’s lower end. Incision 
is made into the deep fascia and peroneal 
reticulum, and the peroneus brevis tendon 
stripped from the muscle and cut from 3 
to 4 inches above the fibula’s lower ex- 
tremity. A hole is drilled into the lateral 
malleolus from behind, forward and down- 
ward; the tendon is passed through the 
hole, pulled taut, and sutured to the distal 
part of the tendon. After suturing the cut 
area of the muscle to the peroneus longus, 
the wound is closed. A plaster cast is worn 
for 3 weeks. Walking begins after a few 
days of non-weight bearing. 


Stress Fracture of the Calcaneus, Mat- 
tingly, S. Ann. Phys. Med. 5: 211-12, 1960. 


Stress fractures of the calcaneum are ob- 
served in military recruits, and are the re- 
sult of excessive marching and jumping 
over obstacles. They frequently go un- 
noted. Onset of symptoms may be gradual 
or sudden, with swelling over the medial 
and lateral aspects of the calcaneus and 
local tenderness. After the second to fourth 


Podiatry Association, October 1961 


week radiographs may show a dense line 
of sclerotic bone in the calcaneus, anterion 
and parallel to the posterior margin. ‘hese 
stress fractures may be bilateral or even 
multiple. Differential diagnosis should in- 
clude tenosynovitis, arthritis of the ankle 
and subtaloid joints, contused heel, and 
neurosis. 
weight bearing, a few days in bed, then 
walking with elbow crutches for one or two 
weeks, with the heel cushioned by a sponge- 
rubber pad. Recruits should not return to 
full duty for two months, or the symptoms 
may recur. 


Therapy consists of rest from 


The Lower Extremities, the Oral Cavity, 
Their Co-Relationship to Systemic Pathol- 
ogy, Goldy, H. M. Bull. Passaic Co. Dent. 
Soc. 22: 5-7, Nov. 1960. 


The oral cavity, like the foot and leg, 
often mirrors pathologic disorders in other 
parts of the body. Practitioners should 
develop an integrated approach that takes 
into consideration the complete health pic- 
ture of the patient. In the present article 
the author lists the various symptoms and 
clinical findings to be noted in many types 
of systemic disease, observed in the mouth 
and in the lower extremities. Until recent 
years many teeth were extracted because of 
focal infection which was believed to cause 
systemic diseases. ‘Today diseases in the 
lower extremities and other parts of the 
body, which are due to dental infection, 
are being treated locally, without thought 
of the etiologic dental infection. 

Among the systemic disorders which pres- 
ent symptoms in the mouth and the lower 
extremities are the following: glandular 
disturbances of the thyroid, parathyroids 
and pituitary; deficiencies in vitamin C, 
D, and B complex; allergies and poisonings 
such as angioneurotic edema, 
keratosis, drug sensitivities, lead poisoning; 
urinary diseases, including diabetes and 
nephritis; blood dyscrasias such as leuke- 
mia, agranulocytosis, anemias; new growths, 


arsenical 


for example, multiple myeloma, xanthoma, 
sarcoidosis and metastatic tumors; among 
the infectious 


diseases are tuberculosis, 
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syphilis, and infectious mononucleosis. 
Many skin diseases exhibit symptoms in 
mouth and lower extremities: purpura, 
erythema, pemphligus, lichen planus, scler- 
oderma, actinomycosis, moniliasis. Preg- 


nancy, trichinosis, multiple sclerosis are 
also manifested in those areas. Perhaps the 
most frequently noted are the symptoms 
manifested in the mouth and extremities 
of diseases affecting the bones, joints and 
muscles—myasthenia gravis, muscular dys- 
trophy, osteogenesis imperfecta and various 
anomalies—but particularly the rheumatic 
disorders, rheumatoid arthritis, pyogenic 
arthritis, and osteoarthritis. These related 
symptoms are briefly described and are 
helpful in diagnosis and therapy. 


Prevention and Treatment of Ankle 
Sprains, Paul, W. D., Amer. Acad. Gen. 
Pract., 11th Ann. Conf., Francisco, 
April 6, 1959, pp. 208-209. 


An increasing participation in sports is 
causing a high incidence of sprains and 
strains, Even if minor, they can cause con- 
siderable disability and loss of time. These 
injuries may be avoided by proper use of 
taping and bandaging of the ankles. In 
diagnosis of sprain the history should state 
the time and manner of trauma, amount 
of swelling, pain and distortion, together 
with information regarding earlier injuries 
to the ankle and any sensitivity to tape. 
In the clinical examination, deformity, 
swelling and discoloration are noted. Pal- 
pitation will reveal any crepitation or ab- 
normal mobility. X-rays should be taken 
if possible. 

Therapy in general consists of (1) in- 
jection into affected area with 1 per cent 
procaine and hyaluronidase (150 T.U. to 
each 10 cc. of procaine; (2) cold applica- 
tions during the first few hours; (3) use 
of buffered aspirin as needed, and, later, 
progressive-resistive exercises, For a sprain 
with mild local swelling, tenderness and 
pain, with no abnormal motion and scarcely 
any pain on motion, with negative x-ray 
findings, treatment consists of strapping 
with basket weave, ambulation allowed, re- 
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injection on second day if pain becomes 
severe, and use of hot packs after the first 
day. Alternative therapy can be use of 
Trainer’s hot pack, Freon spray, paraffin 
baths, whirlpool baths, contrast baths, dia- 
thermy, ultrasound and electrical stimula- 
tion. 


For sprain with moderate to severe swelling 
and tenderness, diffuse pain, normal motion 
painful but not abnormal, negative x-ray 
findings, definite therapy consists of appli- 
cation of elastic bandage or Trainer’s hot 
pack; walking with crutches for 24 to 48 
hours; begin ultrasound therapy (1.5 
watts/cm.? for 5 minutes, stroking technic, 
or 1.0 watts/cm.2 for 5 minutes under wa- 
ter; on the following day if pain is severe, 
reinjection; if the swelling has gone, strap- 
ping is done and ambulation begun, but if 
the swelling is severe, use of crutches is 
continued. Strapping is continued during 
walking for 7 to 14 days. Alternative 
therapy is the same as for mild sprain. 

For sprain with severe swelling and pain, 
abnormal motion, and severe pain with 
passive normal motion, and x-ray indica- 
tions of widening of ankle mortise and/or 
chip fracture, definite therapy is immediate 
and consists of wearing of a plaster walk- 
ing boot for 3 to 4 weeks, and later of pro- 
tective strapping during walking. Alterna- 
tive therapy consists of surgical repair of 
complete ligamentous tears very early, be- 
fore the ligaments shorten; then after sur- 
gery, wearing of a walking cast for 10 to 
14 days, and subsequent use of protective 
strapping and exercises. 


New Growths 


Warts, Moles and Malignancies, Andrews, 
G. C., and Domonkos, A. N. Texas J. Med. 
55: 568-70, 1959. 


Pigmented benign lesions are of varied 
types. The pigmented seborrheic keratosis 
(wart), a benign, greasy, scaly excrescence, 
solitary or multiple, sometimes growing to 
considerable size, is easily diagnosed. Senile 
is its horny appearance. A _ histiocyoma 
may be pigmented and be confused with 
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.and hard to diagnose. 


melanoma; it occurs on the extremities 
during middle age. A pigmented basal cell 
epithelioma is distinguishable from mela- 
noma by its waxy elevated margins. From 
a discrete pinhead-sized nodule it gradually 
enlarges; if a crust forms and is knocked 
off, bleeding may occur. The pigmented 
nevus resembles melanoma; if crusts form 
or bleeding develops, the lesion is prob- 
ably a melanoma. Pigmented hairy nevi 
rarely develop into melanoma; usually thev 
occur on the feet, hands and _ genitalia. 
They are known to be junction type nevi 
keratosis may resemble epithelioma or 
melanoma; a distinguishing characteristic 
and therefore excision is advised, particu- 
larly in the presence of keratinization. 
crusting or bleeding. Melanoma only rarelv 
develop from blue nevi. 

Melanomas may or may not be malig- 
nant. The so-called juvenile melanoma 
can be cured by local excision, although 
histologically it is malignant. In 50 per 
cent of cases there are numerous giant cells 
formed by synecytial 
melanoblasts. The melanotic freckle (len- 
tigo maligna) is a slow-growing melanoma 


accumulations of 


Nonpigmented melanomas are difficult 
to diagnose. They are especially malig- 
nant in young adults. The degree of malig- 
nancy of the melanoma depends largely on 
the age of the patient and the amount of 
sex hormones present. Prognosis is best 
before puberty and in elderly women. The 
site of a melanoma is important. Prog- 
Subungual mela- 
nomas are usually misdiagnosed and treated 
for months or years as a fungus infection. 
It is slow-growing and when recognized in 
time cure is possible by amputation of the 
digit. The outlook is hopeless if adenopathy 
develops in the axilla. Biopsy is advisable 
if the diagnosis is uncertain. Complete 
excision is preferable if it looks suspicious. 


Incidence of Melanocytic Nevit in Young 
Adults, Stegmaier, O. C., and Becker, S. W. 
J. Investig. Derm. 34: 125-29, 1960. 


A total of 1,090 lesions which appeared 
to be melanocytic nevi were removed from 
20 volunteers. This included all pigmented 
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macular and papular lesions, except treck- 
les, and all non-pigmented papilloma. Of 
these, 78 per cent were macular; 18 per 
cent slightly elevated; only 4 were elevated 
more than 2 cm. above the surface of the 
skin. The lesions were classified histopatho- 
logically. Where there was a nest or cluster 
of five nevus cells at the epidermal-dermal 
junction the lesion was considered a junc- 
tion nevus (343 in all); otherwise, a lentigo 
(210). Freckles were differentiated from 
lentigines on the basis of pigment forma- 
Melanin in the cor- 
neum indicates that the melanin was pro- 
duced within the past two weeks. Lesions 
with litthe or no melanin in the stratum 
corneum were classified as freckles. When 
sacs of nevi cells existed at the epidermal- 
dermal junction and more than 25 per cent 
of the nevus cells were in the cutis, the 
lesions were considered junction nevi. If 
more than 25 per cent were confined to the 


tion and acanthosis. 


cutis, the lesions were called compound 
(189). When the 
confined to the cutis and no significant 
junctional proliferation was present, the 
lesions were classified as dermal nevi (283) . 
Lesions without nevus cells and showing no 
characteristies of lentigens, including freck- 
les, can be listed as miscellaneous (65). 
The frequency of nevi distribution was 
14 to 80 per person (an average of 40 per 
person). Of the junction nevi (343), 29 
were considered inactive and 19 quiescent. 
The largest number was located on the 
upper extremity (345): 135 were on the 
lower extremities—only 5 were on the palms 
and Junctional proliferation had 
taken place in 65 per cent of all nevi, in- 
cluding the 5 on the palms and soles, or 
73 per cent in all if the lentigens are in- 
cluded. No evidence of fat infiltration was 
found in the dermal or compound nevi. 


nevi nevus cells were 


soles. 


Most of the nevi included in this study 
were smaller than those routinely observed 
by pathologists, for they were too small to 
cause the patient any concern. However, 
size is no index to the type of lesion, since 
the smallest nevi may be of any type. This 
is important to remember, since over 50 per 
cent of the nevi showed junctional pro- 
liferation. 
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Surgery 
Preoperative Medical Evaluation of the 
Surgical Patient, LeWinn, E. B., and Green- 
stein, S. Surg., Gyn. & Obst. 109: 344-350, 
September 1959. 


Internist, surgeon and anesthesiologist as 
a team can have a major success impossible 
to one of them working alone. Though the 
anesthesiologist decides which anesthetic 
agent shall be used, the internist knows best 
the patient’s overall physical status and his 
reaction to certain drugs. He knows the 
stresses and problems of the patient which 
surgery may precipitate or exaggerate. In- 
timate knowledge of both the emotional 
and physical characteristics of the patient 
may insure a smooth, uncomplicated surgi- 
cal procedure and postoperative course. 
Careful study of medical problems may pre- 
vent serious complications. Unless emer- 
gency surgery is necessary, preoperative 
urinalysis and complete blood studies 
should be made; in elective cases, blood 
urea nitrogen or NPN and blood sugar 
levels are desirable. Some surgical proce- 
dures call for preoperative information 
regarding liver, heart and lungs to clarify 
questions raised by the history and clinical 
examination. Assessment of the patient's 
cardiovascular status is most important, as 
70 per cent of surgical patients have such 
complications. The electrocardiogram may 
be normal in patients with valvular, cor- 
onary artery or myocardial disease, because 
these symptoms may be overshadowed by 
those of the disease demanding surgery. 
Anesthesia stress, the operation itself, and 
postoperative conditions may change a sub- 
clinical cardiac problem to major complica- 
tions. The increasing incidence of anginal 
pain or cardiac dyspoea points out the need 
for intensive therapy before surgery is 
performed, 

Consideration must be given to the status 
of peripheral circulation, history of inter- 
mittent claudication, and size of the heart 
as revealed clinically and _ radiologically. 
Also the cardiac rate and rhythm and pre- 
mature beats. Search must be made for evi- 
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dence of cardiac decomposition and hepatic 
congestion. This delay of operation is not 
important in many cases. The internist can 
assure the surgeon that certain electro- 
cardiographic abnormalities do not indicate 
a poor surgical risk, for example, left bun- 
dle branch block or old myocardial infarc- 
tion. The electrocardiogram will provide 
information regarding functional status of 
the heart, cardiac rhythm and impulse 
transmission. In an elderly patient the only 
clues to heart disease may be multifocal 
ventricular premature heartbeats or fre- 
quent atrial premature beats. The possi- 
bility of further block and cardiac arrest 
during surgery may be indicated by findings 
of sinotrail nodal block, nodal rhythm, or 
atrioventricular nodal block. 

Preoperative evaluation of the patient’s 
renal status may be difficult if renal disease 
is not extensive. The patient may be un- 
aware of subtle changes, confusing their 
symptoms with those of gynecologic or pro- 
Static disease for which surgery is planned. 
A patient with rena] functioning adequate 
for ordinary living may show an inadequacy 
during surgery, and the increased postoper- 
ative load of nitrogenous products and 
electrolytes beyond his capacity to excrete. 
A significant decrease in renal reserve may 
be assumed in certain diseases and meas- 
ures taken to correct anemia, avoidance of 
excessive preoperative medication and 
guarding against minor hypoxic and hypo- 
tensive states during operation. Surgical 
procedures should be limited to essentials. 
Thought should be given to how the kid- 
neys will function in cases of major hyper- 
tension, a history of coronary artery or 
cerebral vascular disease, or diabetes. Lab- 
oratory studies should include urinalysis, 
blood urea nitrogen or NPN levels. More 
than a trace of albumin should demand 
routine study of renal function. 

The preoperative evaluation of a patient, 
therefore, is to discover any heart condition 
and to assess the patient’s ability to with- 
stand the stress of surgery and anesthesia, 
and to determine the success of measures 
taken to increase that ability. 


Vox. 51, No. 10, Journal of the American 


Pc 


~ 


Organization News 


Secretaries of local, state, regional, affiliated, subsidiary and other relatea 
organizations are invited to submit copy for these columns. 


Canada 

The 36th annual meeting of the 
Canadian Podiatry Association featured Dr. 
Earl Kaplan as main speaker on August 
18-20, at the University of British Columbia 
in Vancouver. Lecturers at 
included faculty members tof the university. 

The first 
Canadian Podiatry Association to a 
Canadian podiatrist for outstanding service 
to the profession was presented to Jack I. 
Gorosh of Vancouver. 

Elected to office were: Wilfred Laine, 
Toronto, President; Les Hurwitz, re-elected 
as Executive Secretary; Ralph Shepherd, 
Victoria, B. C., Treasurer. 


the seminar 


award presented by the 


New Mexico 
New Mexico's second annual postgradu- 
ate seminar sponsored by the Bernalillo 


County Podiatry Society will be held Janu- 
ary 12-14, 1962 at the University of New 
Mexico, Albuquerque, N. Mex. Featured 
lecturer will be Raymond Locke of Engle- 
wood, N. J. 


A.A.H.P. 


At the annual meeting of the American 
Association of Hospital 
August 28, 1961 at the Americana Hotel, 
Bal Harbour, Florida, the following officers 
were elected: Merton M. Hershman, 
Schenectady, N. Y., President; William E. 
Ellison, Tampa, Florida, Ist Vice President; 
H. Charles Lilienfeld, New York, N. Y., 
2nd Vice President; Louis J. 
Brooklyn, N. Y., Executive 
Treasurer. 


Podiatrists on 


Arancia, 
Secretary- 


“LIFE'S FOUNDATION — YOUR BABY'S FEET" is an out- 
standing and comprehensive booklet on the growth and care of chil- 
dren’s feet. Written for the layman, it is concise, cleverly illustrated 
and will prove valuable especially to the parents of young children. 
Many Podiatrists-Chiropodists have received a copy of this booklet 
and have ordered them in quantity. For those of you who have not 
ordered and for those who wish to reorder, please clip the order blank 
below and mail with your check for your supply. 


WOMEN'S AUXILIARY 
AMERICAN PODIATRY ASSOCIATION 
(National Associaticn of Chiropodists) 
2035 WEST ALABAMA, HOUSTON 6, TEXAS 
Piease ship to me "Life's Foundation — Your Baby's Feet" in the quantity marked 


100 copies $4.00 
500 copies 17.00 
1,000 copies 30.00 
5,000 copies 136.00 
10,000 copies 250.00 


Check payable to Women's Auxiliary, APA, in the amount of $ 


NAME 


oO P. P. Prepaid 
0 P. P. Prepaid 
oO P. P. Prepaid 
0 Express Collect 
oO Express Collect 


is enclosed. 


STREET ADDRESS 


CITY and STATE 


SEE THE EXHIBIT AT YOUR REGION CONVENTION 
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_Announcing 


An Officially Sponsored 
GROUP PLAN 
OF 


PROFESSIONAL OVERHEAD 
EXPENSE INSURANCE 


DESIGNED TO ENABLE YOU TO KEEP 
YOUR OFFICE OPEN IN THE EVENT 
OF YOUR DISABILITY WITH 
TAX DEDUCTIBLE PREMIUMS. 


For Full Details 
Write 


APA GROUP INSURANCE PROGRAM 
3301—16th Street, N.W. 
Washington 10, D. C. 


748 


VoL. 51, No. 10, Journal of the American 


P 


3 


Texas 


Meeting of the West Texas Chiropody 
Association will take place in El Paso, 
Texas, October 28-29, 1961, at the Hilton 
Hotel. Speakers will include James W. 
Hembree, Lester Walsh and William 
Gaddis. 


Communication From The 


Profession 


‘To the Editor 


For the past few years, North Dakota 
podiatrists have been trying to lead a van of 
followers through the education field of our 
profession. The state has increased its scope 
of practice and has much to offer the initiate 
desiring to practice in our state. 

Many talks have been given regarding 
the profession and what it has to offer both 
the practitioner and the “foot-sufferer.” 
Our state legislators know of our profession 
and bit by bit the profession is coming out 
into the 
full-fledged position of “Doctor” as regards 
podiatry, the specialty dealing with feet. 

The podiatrists of the state have long 
felt the pulse of the public, and have found 


of the stigmatism of “corn-cutter’ 


several things wanting in our “great leap 
forward” as regards the profession, First 
and foremost is the length of time that a 
person must attend a recognized college 
of chiropody, in order to arrive at a degree. 

I, for one, have discussed this matter with 
other practitioners in the field and find that 
they, too, wonder if the length of years is 
a real necessity to the training of a podia- 
trist. The podiatrists of North Dakota have 
espoused for the past 6 years, that our 
academic years be cut to 5; that the register- 
ing students be high school graduates with 
a good background olf sciences; that the 
professional podiatry college give 5 years of 
work, the student attending classes all but 
approximately 1 month out of the year 
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In 
Self 
Defense, 


An additional Foot Facts pamphlet, 
Surgery of the Foot, is now available. 
The demand through the mails has in- 
creased. Attending conventions for the 
past two or three years has had its 
hazardous moments. All sorts of friendly 
threats have been hurled — all ending 
with, "When is the one on foot surgery 
coming out?" It is now here awaiting 
your perusal and use. 


Patient Education is an art. Surgery 
of the Foot, as the other ten Foot Facts 
subjects, is a Patient Education pam- 
phlet. At every stage of practice there 
is an almost compelling need for the 
podiatrist to "up-grade" his patient's 
foot knowledge. These booklets have 
proven successful in increasing income 
by helping the foot specialist to develop 
this art. 


For those who have forgotten the 
titles and text of these clear, concise 
pamphlets—a request will bring you the 
complete series by return mail. Read 
them carefully. Order those you feel 
will best fit your mode of practice. 
Quickly you will learn why the only 
complaint after distributing |!/2 million 
booklets during the past seven years has 
been, "The pamphlets leave the office 
too fast." And it could be truthfully 
added, “Often bringing back another 
good patient with them." 


FOOT FACTS 
Publications 
| P. O. BOX 985 


MIAMI BEACH 39, FLORIDA 
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True Balance Inlays 
and Full Extension Inlays 


. . made to your 
prescription. 


Metal Whitman Braces 


and all other metal 
braces made to Casts. 


For all special custom 
work, consult us. 


Dr. Brachman Laboratories, Inc. 


3220 NO. SHEFFIELD ST. 
CHICAGO 13, ILL. 


for the 5 years; that the graduate be given 
a B.S. in science and a D.S.C.(P) at the 
terminal time. 

This plan is heartily endorsed by many 
practitioners, both from North Dakota and 
other states in this region. However, the 
plan meets with not one bit of enthusiasm 
from any of the educators in the podiatry 
field. 

Now medicine has seen fit to start the 
ball rolling. Medicine will, starting this 
year at Northwestern, give a 6-year course, 
leading to the degree of M.D. The “holy- 
cow” attitude when speaking of an 8-year 
course to the Doctor of Medicine degree, 
has ‘been put in the barn. Medicine must, 
it is felt, hasten its study course in order to 
interest pupils and to get practicing. physi- 
cians out into the field. Now where does 
podiatry stand? We are still requiring 6 
years to be a “foot-doctor.” Let's get 
practical for a change and consider things 
from the standpoint of the student. 

T. W. Cockrell, D.S.C. 
Minot, N. D. 
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OUR NEWEST MOULD 


The Levy Latex Mould and Contour Inlay made completely of Latex 


and Sponge Rubber. 


After many years of intense research and the cooperation of a 
prominent Doctor and Competitor, we have at long last succeeded in 
fulfilling the idea originated by Dr. Ben Levy TO CUSHION THE 


FOOT. 


This product constructed of Sponge and Latex Rubber is far superior 
in comfort to any so-called space shoe, and, very important to our 
woman to-day, in no way mars the beauty of the shoe. 


We strongly recommend it for those suffering from Arthritis, Circula- 
tory or Diabetic conditions. Also for bony, rigid and sensitive feet as 
well as for Verruca, Ulcers and Scar Tissues. It also is made in an 


inlay type without crest. 


The ORIGINAL CONTOUR is retained at all times. 
A negative or positive Cast at right angle is necessary. 


LEVY & RAPPEL, INC. 
384 Columbus Ave., New York 24, N. Y. 
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Women’s Auxiliary Message 


The annual meeting of the Women's 
Auxiliary of the American Podiatry Associa- 
tion was held in Miami Beach, August 27- 
28. The reports of the chairmen and the 
actions taken by the delegates show the 
vast accomplishments the Auxiliary has 
made and plans to achieve in the coming 
year. 


Objectives were thoroughly reviewed and 
it was concluded that the Auxiliary could 
become a very important arm of the A.P.A. 
With this in mind, closer liaison was estab- 
lished through the appointment by Dr. 
Robert Shor of Dr. J. Conforti as liaison 
officer between the A.P.A. and_ the 
Auxiliary. The Auxiliary will go forward 
in every endeavor to assist chiropody- 
podiatry through the instrumentation of 
the professional organization. 


A major step in this direction was taken 
with the establishment of the Emergency 


UNIFORM ¢ STURDY 
DEPENDABLY SHARP 


The six shapes of blades are 


designed for use primarily in 


podiatry, although they are 
adaptable to other surgical pro- 


cedures. Made of fine-grained VS 


Swedish steel, Beaver Chisel 


Blades are keenly edged and ex- “> ¥ 


tremely hard for longer life. 
The handles are solid stainless 
steel or plated brass, utilizing the 
simplest collet-locking device 
possible. 


SURGICAL KNIVES BY 


CHISEL 
BLADE KNIFE 


Student Loan Fund. This fund, to be ad- 
ministered by the Auxiliary, in cooperation 
with the A.P.A. and chiropody-podiatry 
schools, will meet a long-felt need. It was 
pointed out at our meeting that students 
at times find themselves in temporary finan- 
cial distress and it behooves our Auxiliary 
to help the profession; what better help 
than to begin with the podiatry-chiropody 
student. The committee is being set up and 
will shortly begin to function. 

Our national project, “Life’s Foundation, 
Your Baby’s Feet,” is self-supporting and 
well accepted. We will continue to give 


Athletes Foot! Horrible 


Example 
- Living matter decays if deprived 
- of air. Horrible example is Ath- 
letes Foot! Toes close together, 
no air reaches skin between 
them, decay starts Athletes Foot! 
‘ . . Baltor Bracelet separates 
mm toes, lets air reach dark, hot, 
moist skin . . . for healing and 

aeration. Helps prevent Athletes Foot. 


BALTOR BRACELET 
3800 Poplar Avenue, Brooklyn 24, New York 


«, 5 Blades per Pack—24 Packs per Box 
Nos. 81, 82, 83, 84 per Pack $.75 
Nos. 86, 88 ............ per Pack $1.00 
Stainless Steel Handles #4S $2.50 
Plated Brass Handles #4P ... $1.25 


WALTHAM 54, MASSACHUSETTS 
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financial support to the Fund for Advance- 
ment of Podiatry-Chiropody Education. 
The Student Association of the A.P.A. re- 
quested funds to assist with their publica- 
tion and this was granted. 

It is obvious that the Auxiliary is a real 
help to the profession and can go to even 
greater heights in its accomplishments. We 
need your help and we appeal to all men 
in the organization to send their wives, 


jf mothers and/or daughters to join the pro- 

motion of their profession through the 
services of the Auxiliary. 

Officers for the coming year are: Mrs. 

Fred G. Broun, Chicago, Ill., President; 

‘ Mrs. Joy E. Adams, St. Petersburg, Fla., Ist 

- Vice President; Mrs. Bruce Wright, Battle 

. Creek, Mich., 2nd Vice President; Mrs. C. 

H. Wunderlich, Kirkwood, Mo., Secretarv- 

Treasurer, 
Helene Broun, President 


Deaths Reported 


Edward Tornow 
Los Angeles, Calif. 


Russell A. W. Poindexter 
Philadelphia, Pa. 


Dr. Poindexter, son of Dr. Joseph Poin- 
dexter of Elgin, Illinois, was killed in an 
accident in Korea while serving as a podia- 
trist in the United States Army. He gradu- 
ated from Temple University, School of 
Chiropody, in June 1952 and practiced in 
Philadelphia for 6 years before entering 


service. Interment was in the Nationz| 


Cemetery, Florence, South Carolina, August 
7, 1961. 


FOOT BALANCE INLAYS 


are only completely 


successful 


when each case 


is individually studied, diagnosed 


and an inlay made to fit its 


special requirements 


5406 BROADWAY 


The laboratory of 
CARL G. BERGMANN, D.S.C. 


CHICAGO 40, ILL. 


originator of foot balance inlays is directed 
in all its endeavors to accomplish this result 
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The Audio-Visual Council Announces 


A Dramatic New Filmstrip 


FOOT HEALTH 


32 frames in full color with a 33143 rpm unbreakable vinyl record 
1. Completely New 
2. Depicts Many of the Common Foot Problems 
3. 32 Frames in Color 
4. Unbreakable Vinyi Record 
5. Written Seript 


EXCELLENT FOR YOUR PUBLIC EDUCATION PROGRAMS 


Can Be Used For: High School and College Classes 
Industrial Health 
Geriatrics 


P.T.A.’s 


TOTAL PRICE: $12.00 plus mailing costs 
Write APA Headquarters for your kit now 


NOTE: This complete kit is also available in 32 individual mounted 2x2 slides with 
3-3/4 tape recording: PRICE: $20.00 plus shipping charges. 


A nail lacquer specifically formulated 
for fungus of the nails 


KERALAC 


A new and effective approach to the problem of fungus of the nails. 
Non-systemic; non-irritating; non-discoloring. 

In use, remove the infected portion of the nail and debride the nail bed. 
Apply Keralac and allow to dry. Twice a week remove the old lacquer 
with nail polish remover, file the nail down and reapply the Keralac. 
The improvement is evident as the nail grows out. 

Available 14 0z. bottles complete with brush applicator. 


Samples and literature on request. 
References: 


1. McGavack, T. H.; Wiener, D.; Bell, M.: and Boyd, L. J.: Archives Dermatology and Syphilology 
59, 94 (1949). 
2. Rankin, J. L.; Dobes, W. L.; Jones, J. W.; and Alden, H. S.: Southern Medical Journal 44, 616 
(1951). 
3. Gordon, M. A.: Archives Dermatology and Syphilology 66, 573 (1952) 
4. Moore, M.: Archives Dermatology and Syphilology 66, 621 (1952). 
5. Teichmann, W. O., and Horwath, P. N.; Southern Medical Journal 50, 1521 (1957) 
6. Hoffman, H. L. (Washington, D. C.): Personal communication. 
SALEM PHARMACEUTICALS Naugatuck, Connecticut 
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The annual scientific meeting of the 
American Medical Association was held at 
the Coliseum in New York, in June 1961. 
There were 23,000 physicians in attendance 
and their 30,000 guests. Podiatry was repre- 
sented by two outstanding exhibits. 

The first exhibit, consisting of four 
panels which attempted to classify “The 
So-Called Ingrown Nail” and “The So- 
Called Plantar Wart,” was prepared and 
presented by Dr. Marvin Shapiro of 
Toledo, Ohio. Through the use of nu- 
merous photographs, transparencies and 
line drawings, Dr. Shapiro illustrated the 
different types of nail problems often mis- 
diagnosed as ingrown toenails. Included 
in the differential diagnosis were inverted 
nail, involuted nail, onychogryphotic nail, 
hypertrophied nail flap, subungual exostosis 
and granuloma, Treatment for each was 
outlined. The second aspect of the presenta- 
tion pertained to “The So-Called Plantar 
Wart.” Here Dr. Shapiro classified the 
different types of warts seen on the foot 
and showed other hyperkeratotic lesions 
which might simulate a wart. 

Of the more than 400 exhibits at the 
convention, | would venture to say that 
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Podiatry Exhibits at A.M.A. Meeting 


Dr. Shapiro’s was one of the more popu- 
lar. He was bombarded by questioning 
physicians from the time the Coliseum 
opened its doors to the final hour. Bro- 
chures were available, explaining the back- 
ground and training of a podiatrist and 
his work in the hospitals as part of the 
medical team. I might add, the theme of 
the meeting was “Teamwork in Medicine.” 
(Editor’s Note: Dr. Marvin W. Shapiro 
has presented his exhibit to the American 
Podiatry Association as an addition to its 
Audio-Visual collection of exhibits.) 


A second exhibit entitled “Conservation 
of The Diabetic Foot” was presented by 
Drs. Jerome Shapiro and Donald Lyons, 
Podiatry Department, Georgetown Univer- 
sity Hospital, in conjunction with Drs. 
James Moss and DeWitt Delawter, Diabetic 
Department, Georgetown University Hos- 
pital. The exhibit consisted of four panels. 
The first panel explained, through the use 
of numerous drawings, why the diabetic 
foot is vulnerable. Listed were such fac- 
tors as inadequate blood supply, inade- 
quate nerve supply, inadequate mechani- 
cal function, inadequate vision, decreased 
resistance to infection, obesity and osteo- 
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TWE ‘SO-CALLED 


PLAETAR 
WART 


arthritis producing an inaccessible foot. 
Panels two and three consisted of 30 large 
10x12 color transparencies of problems en- 
countered in the podiatry clinic which have 
resolved through conservative management. 
Panel four explained the responsibilities 
of the podiatrist patient and physician in 
the prevention and treatment of foot com- 
plications in the diabetic patient. Included 
in the responsibilities of the podiatrist 
were: examination and education; 
ment of corns, calluses and nails; debride- 
ment of ulcers; weightbearing redistribu- 
tion and correction of deformities. ‘The 
theme of the exhibit was that through pro- 
grams of intensive foot care of minimal 
foot lesions, most problems in the diabetic 
foot can be prevented. On display was in- 
cluded a set of podiatry instruments. This 
exhibit will also be shown at meetings of 
the District of Columbia Medical Society 
in Washington, The Virginia Medical So- 
ciety in Richmond, The Southern Medical 
Association in Dallas, The American Acad- 
emy of General Practice in Las Vegas and 
the American Podiatry 
Washington in 1962. 


treat- 


Association in 


As a neophyte in the ranks of podiatry, 
I, of course, was very excited to represent 
my profession at the largest conclave ol 
physicians ever to have assembled at one 
time in one place. It was a rewarding ex- 


Podiatry Association, October 1961 


perience for me and, L think, lor the pro 


fession. The reaction was excellent. | 
would estimate that approximately 15,000 
saw the exhibit and their interest) was 
gratifying. 


Over the 5-day period, many interesting 
questions were asked and many comments 
Although 
specifically to the diabetic foot, many physi- 


made. our exhibit pertained 
cians questioned us on ingrown toenails, 
plantar warts and athlete’s foot. Our in- 
struments also generated much interest and 
a frequent question was, “Where can J ac 
quire some olf these?” Another frequent 
comment was, “I think we should have a 
podiatrist in our clinic. How can we go 
about acquiring one?” 


I feel that podiatry was benefited a great 
deal by its representation at this meeting. 
Physicians were able to come in contact 
with podiatry and see the work that is 
being done in our offices and in the hos 
pitals. 


Jerome Shapiro, Pod.D. 

Consulant in Podiatry, Georgetown 
University Hospital 

Assistant in Medicine, Georgetown 


University School of Medicine 
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Dates te Remember 
EVENTS 
Youth Foot Care Week 


Oct. 15-21, 1961. Sponsored by Ameri- 
can Foot Health Foundation. 


MEETINGS 
American Podiatry Association 
Fiftieth Annual Meeting 
Washington, D. C., Aug. 16-21, 1962 
Shoreham Hotel 
Seward P. Nyman, Convention Manager 
3301 16th St.. N.W., Washington 10, D. C 
Michael I. O’Connor, Exhibit Manager 
428 E. Preston St., Baltimore 2, Md. 
Region One 
(Conn., Maine, Mass., N. H., R. I., Vt.) 


Region Two 
(New York) 
New York, N. Y., Feb. 23-25, 1962 
Mr. Gilbert Hollander, Ex. Sec. 
30 Central Park South, New York 19, N. Y. 
Region Three 
(Del., Md., N. J., Pa.) 
Atlantic City, N. J., Apr. 26-29, 1962 
Ambassador Hotel 
Bernard C, Egerter, Gen, Chairman 
909 Empire Bldg., Pittsburgh 22, Pa. 
Region Four 
(Ohio) 
J. Edwin Farmer, Ex. Sec. 
Fifty W. Broad St., Columbus, Ohio 
Region Five 
Ind., Mich., Wis.) 
Midwest Podiatry Conlerence 
Chicago, Ill., Mar. 16-18, 1962 
Sheraton-Chicago Hotel 
Dr. Earl G. Kaplan 
14608 Gratiot Ave., Detroit 5. Mich. 


Region Six 
(Colo., Iowa, Kan., Minn., Mo., Nebr., N. Dak., 
S. Dak.) 
Minneapolis, Minn., May 25-27, 1962 
Hotel Raddisson 
Dr. W. J. Olson 
322 Midland Bldg., St. Paul, Minn. 


Region Seven 
(Idaho, Mont., Ore., Wash., Wyo.) 


Region Eight 

(D. C., N. C., S. C., Va., W. Va.) 
Washington, D. C., Nov. 10-12, 1961 
Shoreham Hotel 


Charles Vurchin, Chairman 
S18-18th St, N.W.. Washington, 


Region Nine 

(Florida) 
Joy E. Adams 
401 Florida Natl. Bank Bldg. 
St. Petersburg, Fla. 


Region Ten 
(Ala., Ga., Ky., Miss., enn.) 
Birmingham, Ala., Oct. 20-22, 1961 
Bankhead Hotel 
Dr. Stanley Frank, Secretary 
1250 Forrest Ave. 
Gadsden, Ala. 


Region Eleven 
(Ark., La., N. Mex., Okla., Texas) 
Dallas, Texas, June 21-23, 1962 
Sheraton Hotel 
Mr. C. J. M. Roesch, Ex. Sec. 
Chiropody Society of Texas 
407 Austin Savings Bldg., Austin, ‘lexas 


Region Twelve 

(Ariz., Cal., Nev., Utah) 
Las Vegas, Nev., May 25-26, 1962 
Flamingo Hotel 


Dr. S. J. Hoffman, Chairman 
585 S. Fairfax Ave., Los Angeles, Calif. 


Attend Your 


STATE & REGIONAL MEETINGS 


THEN YOUR NATIONAL 
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Mood Elevators 


Contributions to this column are more than 
welcome. In fact it depends upon them. A.O.P. 


A girl may be ignorant and shapely but 
she is never ignorant of the fact that she 
is shapely. 

Ole Man River Says, 

“Too many people respect old age only 
when it’s bottled.” 

“The man who doesn't have a fault, 
probably doesn’t have a wife either.” 

“If your shoes pinch, remember there 
are 112 taxes hidden in them.” 

“Spring, once announced by the first 
bare toes in the schoolroom, is now her- 
alded by the first bare midriff in the super- 
market.” 

When women kiss, it reminds me of prize 
fighters shaking hands. 


BOR DSC. 


“Next time you feel the urge to play football, Jack, 
give me a call and I'll bring the chess set right 
over!” 

He who thinketh by the inch and 
speaketh by the yard should be kicketh by 
the foot. 


| 


161 East 33rd Street 
New York 16, N. Y. 
MU 4-5048 


YES! Your patients’ feet deserve the best. 
New Styles — 
ZEPHYR WEIGHT (9 OZ.) 


It's a cinch to take a cast using our new splint method 
No Mess—No Fuss 
J&J splints available in two sizes 5x30 in. and 8 in. x 5 yards. 
WRITE FOR NEW CASTING BROCHURE 
AND ILLUSTRATIONS 


JERRY MILLER 1.D. SHOES 


New Colors 


874 N. Montello Street 
Brockton, Mass. 
JUdson 6-1959 
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FOR 
PUBLIC EDUCATION 
16 mm color-sound film 
Cleared for TV 
Running time 13!/, minutes 


Bookings are heavy—Allow 
60 days advance notice 


Members, state and local groups 
are urged to purchase prints 


Write A.P.A. Headquarters 
enclosing check for $70.54 
per print 
(This includes postage) 

weeks delivery 


Write for discount 
on quantity orders 
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CLASSIFIED ADVERTISERS 


Advertisements not exceeding 30 words 
cost $4.00. Additional words 15 cents each. 

Commercial classified advertisements— 
minimum 30 words $20.00; 60 cents per 
additional word. 

All classified ads payable in advance. 
Remittance must accompany order for in- 
sertion. 


Please do not ask for the names of classified 
advertisers in the JOURNAL who use box 
numbers. We accept such advertisements 
with the understanding that this information 
will not be released. Address replies or 
inquiries to the box number shown in the 
advertisement. They are promptly for- 
warded to the advertiser. 


PRACTICE FOR SALE: Eastern Ohio. 
Well established 11-year-old practice. Mod- 
ern medical center with 8 other doctors 
(only chiropodist). Fully equipped, in- 
cluding X-ray, hydro room, 2 treatment 
chairs, 3 cabinets, Microtherm, Sinustat, 
etc., plus all office furniture. Moving be- 
cause of health. Write 1008, c/o A.P.A., 
3301 16th St., N. W., Wash. 10, D. C. 


FOR LEASE: Medical suite in new two- 
office Medical-Dental building. Excellent 
location in rapidly growing community. 
Office over 1100 sq. ft., with air-condition- 
ing, adequate parking and carport for 
doctor. Dentist in other office. Write 303 
North East Street, Anaheim, Calif. Pr. 2- 
0770. 


WANTED: Fairly modern chiropody 
chair, any type. Also stool, whirlpool, ultra 
sound, cord type drill and hanging wall 
instrument cabinets. Write Dr. B. Sharp, 
2823 W. North Ave., Milwaukee 8, Wis. 


INSURE 
RECEIVING YOUR JOURNAL 
WITHOUT INTERRUPTION 
PAY YOUR DUES NOW 


PRACTICE FOR SALE: Brooklyn, New 
York. Well-established 10-year practice, fully 
equipped, high net income, busy location. 
Leaving state. Write 1010, c/o A.P.A., 3301 
16th St., N. W., Wash. 10, D. C. 


YOUR total practice can be greatly en- 
hanced by the integration of scientific busi- 
ness principles with unique on-the-spot 
techniques. Skeptics and others may pay 
for this knowledge from their future in- 
creased income. Write Dr. Edwin Probber, 
228 Jericho ‘Turnpike, Floral Park, N. Y. 


LAST CALL! 
CHECK ADDRESS ON YOUR 
JOURNAL ENVELOPE 
FOR ACCURACY. 
YOUR DESK REFERENCE 
AND DIRECTORY 
GOES TO PRESS THIS MONTH! 


FOR SALE: A_ completely equipped 
office of the late Dr. Paul R. Curtis, consist- 
ing of whirlpool, X-ray, diathermy, chairs, 
instruments, table, 
waiting room furniture, etc. Will sell as 


cabinets, orthopedic 
complete unit or individual items. Attrac- 
tively priced for quick sale. Contact Mrs. 
Paul Curtis, 16 Pinoak Drive, Oil City, Pa. 

VIRGINIA podiatrist may be called to 
active duty with Armed Services. 
podiatrist with Virginia license to continue 


Desires 


practice with prospects of future affiliation. 
Write 1002, c/o A.P.A., 3301) 16th St.. 
N. W., Wash. 10, D. C. 


“THE FINEST IN LIQUID LATEX” 
Extra-thick white (you can thin it with water) or 
more elastic yellow. One type will be right for any 
application. We also offer an especially ground 
Leather Fiour and Granulated Cork. Write for free 
samples and prices. 


W. WOOLEY & CO. 
1915-CH North St., Peoria, Illinois 


Podiatry Association, October 1961 
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FOR RESULTS TRY 
CLASSIFIED ADS 


in the 
JOURNAL 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
genuine service to advertisers and mem- 
bers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the American 
Podiatry Association 
3301 16th St., N. W., 


Washington 10, D. C. 


X-RAY FOR SALE or will trade on 
Ritter motor chair. This X-ray never out 
of crate. Ritter, green. Write 1006, c/o 
A.P.A., 3301 16th St., N. W., Wash. 10, 
D. C. 


RECENT GRADUATE with California 
license desires an associateship with estab- 
lished practitioner. Write C. R. DeSomma, 
D.S.C., 2944 N. Clybourn, Apt. 160, 
Chicago 18, 


RECENT GRADUATE desires associate- 
ship in Chicagoland area or suburbs. Mili- 
tary obligation finished. Will consider any 
reasonable offer. Write 1004, c/o A.P.\.. 
3301 16th St., N. W., Wash. 10, D. C. 


D. C. PRACTICE FOR SALE: Family 
of recently deceased podiatrist, who prac- 
ticed at same location in Washington, D. C. 
for 41 years, wishes to sell practice and 
equipment. Write 1012, c/o A.P.A., 3301 
16th St., N. W., Wash. 10, D. C. 
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This new film strip can be presented 
to your grade school teachers 


for showing to grades 1 to 3—Teaches the 
youngsters about foot health. Kit contains 
film strip in cannister, teacher’s manual, 
50 take-home foot health cards, suggestions 
for distribution. Order from Washington 
office — each kit $2.50. Additional ecards 
available at cost: $10.00 per 1,000, $5.50 
per 500, $1.25 per 100, 75¢ per 50. This 
film strip is composed of 30 frames in color 
with titles on Foot Health. 
Produced and Distributed by 
Audio-Visual Council 
American Podiatry Association 
on a grant-in-aid from 
Foot-So-Port Shoe Co. 


>. Little 


Johnny 
Corefoot 


An Authorized Binding 


American Podiatry Association 


Arrangements have been made for subscribers 
to have their journals bound into distinctively 
designed books. 


for 
JOURNAL 
of the 


Twelve issues, January through December, 
bound in best grade black washable buckram, 
imprinted with your name on cover, cost but 
$4.65 per volume. 


Bound journals serve as an immediate reference 
for research and information. Properly dis- 
played, they create a psychological impact on 
the patient, implying the time and effort spent 
to keep up to date on the most modern tech- 
niques and treatment. 


Ship journals parcel post. Within thirty days 
after receipt, bound volumes will be shipped 
prepaid anywhere in the U.S.A. Full remittance 
must accompany order. 


PUBLISHERS’ AUTHORIZED 
BEINDERY SERVICE 
(Binders of all Journals) 


430 W. Erie St. 
Chicago 10, Illinois 
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Athlete’s foot is caused by fungi invading the 
horny, keratinized layers of the skin not 
reached by the normal blood supply. Topical 
application of DESENEX, a combination of zinc 
undecylenate and undecylenic acid, brings 
these powerful antifungal agents into direct 
contact with troublesome fungi and quickly re- 
lieves—and arrests —the annoying condition. 

Hundreds of thousands of athlete’s foot in- 
fections have been arrested by topical treat- 


ment with DESENEX, among the best tolerated 
of all potent fungicidal agents. 

And DESENEX is inexpensive—only pennies 
per treatment: DESENEX Ointment can be ap- 
plied liberally to both feet every night for a 
week and a half from only a single tube. Itching 
and discomfort are stopped almost immedi- 
ately. DESENEX is also recommended for treat- 
ment of other susceptible fungus infections of 
the skin and nails. 


Dosage: At night, supply Ointment liberally to infected 


and surrounding areas. In the morning, rub or shake 
powder into the shoes and feet. 

Supplied: Ointment—1 oz. tubes and 1 Ib. jars. Powder 
—1% oz. and 1 Ib. containers. Solution (Undecylenic 
acid)—2 fl.oz.and1qt. bottles. Aerosol Spray—6 0z.cans. 


Maltbie Laboratories Division, 
Wallace & Tiernan inc., Selleville 9, N. J. 


= ointment - spray == 
DOWCEr- solution 


PO-11 


Available in Canada through Elliott-Marion Ltd., Montreal 
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DESIGNED W 


PODIATRIST wmino 


As a service to the profession, The Birtcher Corporation has compiled collec- 
tions of medical journal reprints, including treatment data and case histories, 
plus detailed descriptives on the modality employed. These will be mailed you 
on request. Check the reprint collections you wish, detach the entire page and 
mail to The Birtcher Corporation. Demonstrations and free office trials will be 
arranged, if requested, through your local dealer. 


Check Here 


Check Here For For Reprint = <eEGASON ULTRASONIC UNITS — 3 MODELS 


All feature the exclusive 5-position adjustable transducer 
with the 5 CM? crystal so necessary for effective application 
in concave areas. 


CRUSADER SHORT WAVE DIATHERMY UNIT 
— Especially adaptable to the practice of chiropody. 
a Short wave diathermy produces heat deep within the tissue 
— the Crusader is short wave diathermy at its best. 


SPOT QUARTZ ULTRAVIOLET SPOTLIGHT 


For intense localized application of germicidal ultraviolet 
in treatment of fungus and infections. Available with 
Wood’s filter for diagnostic use. 


THE FAMOUS BIRTCHER HYFRECATOR ® 
a = More than 150,000 of these time-saving ever-ready instru- 
= 


L_| 
L_ 


ments are in daily use throughout the world for technics of 
desiccation, fulguration and bi-active coagulation. 


DETACH ENTIRE PAGE 


THE BLENDTOME ELECTROSURGICAL UNIT 
—e =e For more extensive electrosurgery the Blendtome provides 
tube circuit cutting, spark-gap coagulation and a blend of 
both for any degree of hemostasis. 


THE VIBRA-BATH HYDROTHERAPY UNIT 

Provides a new and different hydrotherapy action. Millions 

[| [| of tiny warm air bubbles impinge on the area being treated, 
controlled to any intensity. 


ALL OF THE ABOVE ARE AVAILABLE ON THE EXCLUSIVE NEW BIRTCHER LEASE PLAN 


check the reprints and demonstrations desired, detach entire page and mail to: 


THE BIRTCHER CORPORATION 
Department JP 1061 

4371 Valley Boulevard, Los Angeles 32, California 

CJ Send me the reprints and arrange the demonstrations checked above. 
LJ Include details on the new money-saving Birtcher Lease Plan. 
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